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HEN ASKED TO design a survey of the mental 

health resources of the nation and to make 
recommendations for future plans, the Joint Com- 
mission on Mental Illness and Health and its staff 
decided to orient the study around individuals rather 
than around various professional groups and serv- 
ices. We wished to find out what people do when 
they become unhappy, worried, mentally ill, or 
otherwise troubled. Lacking facilities to do a com- 
plete medical and social work-up on each person in 
the country, or a sample of them, we decided that 
it would be possible to interview a sample of people 
and by this means find where they sought help 
when troubled or distressed. We believed that 
people seeking aid for problems would go to some 
type of organized helping agency, either the medi- 
cal profession, a hospital, or a clinic, or to one of 
the nonmedical helping organizations often called 
social agencies. We also believed that a substantial 
number would turn to their clergymen for help. 

A similar line of reasoning led us to believe that 
people seek to improve their general well-being by 
use of various social institutions and agencies, some 
of those used by people ill, but also others such as 
recreational agencies and the educational facilities 
of the nation. 

Obviously, we needed to determine the available 
manpower in terms of persons to supply service in 
the health promotion or treatment agencies. And 
the staff believed we should make some determina- 
tion of the advances being made in the research field 
and to study factors that might interfere with 
development of research programs. And finally we 
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thought we should make some effort to establish 
methods of determining the cost of mental illness in 
financial terms. 

Three of our eleven projected monographs have 
already been published, and these will not be exten- 
sively reviewed here. Rather, it is our desire to 
touch on some parts of the results that are still in 
manuscript form. We will select some areas that 
we think are of interest. 

We asked the Survey Research Center at the 
University of Michigan to conduct a sample survey 
to determine what makes people in the nation wor- 
ried or unhappy and the agencies or persons render- 
ing aid to them in their distress. The Survey Re- 
search Center staff headed by Angus Campbell and 
Gerald Gurin, working with our staff, developed a 
schedule of questions to ask the people included in 
the sample. The pilot, or testing, of the question- 
naires was done carefully and extensively, and the 
Survey staff of interviewers were also especially 
coached and trained in handling this particular 
study. The Joint Commission is pleased with the 
way the study was handled by the Survey Research 
Center. 

Obviously, the material obtained is only that 
portion of the mental attitudes and feelings of the 
population that is measurable in an interview, and 
the material represents a sample of the American 
population, including their satisfactions and dis- 
satisfactions, things about which they are con- 
cerned, as well as the resources and strength they 
bring to bear on these problems. This study reveals 
that people of different socio-economic groups and 
of different education differ in the satisfactions they 
achieve and the problems which they experience in 
life. The study presents a great deal of material 
of a detailed sort that will be useful in planning 
mental health services for various population 
groups. The study revealed that people who seek 
help for personal problems tend to have a psycho- 
logical orientation to life; that is, they are intro- 
spective and self-questioning. Those persons lack- 
ing this psychological orientation when faced with 
a mental health problem did not express readiness 
for referral to a professional source of help. People 


with a psychological orientation tended to have 
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R 
f 
1 
t 


644 


psychological rather than physical symptoms as a 
response to their stress. The expression of psycho- 
logical orientations to problems was present in 
highest percentage in women, younger people and 
the better educated. These same groups were the 
ones most ready to refer themselves to professional 
sources for help. 

Of tactical significance to persons planning serv- 
ice for the mentally ill is the information about the 
sources of happiness and of unhappiness and of 
worry. Leaving aside for a moment the ways in 
which people expressed happiness or unhappiness, 
one can say that the major national issues, the inter- 
national situation, the threat of atomic fallout, the 
housing shortage, high taxes, inflation and crowded 
highways, that are reputedly causing our society 
great tension and stress, appeared as an important 
source of worry in a very small number of people. 
People seem to derive their satisfactions from 
rather mundane things, their income, their families, 
their children and their community activities. Cor- 
respondingly, the things about which they are wor- 
ried and concerned are their health, their families, 
their children, money, the state of their jobs and the 
everyday personal tribulations with which people 
are faced. 

The information that people worry over rather 
personal matters is in a way encouraging. The 
national trend toward improving community serv- 
ices for persons under personal or economical stress 
by improving general health services, job security, 
economic security for people out of work, plus our 
declining death rate, especially in children, is di- 
rected toward the major reasons given as causes of 
unhappiness and worry by the sample population. 

Another important fact emerging from this 
study is that people who define their problems in 
psychological terms make up approximately one 
fifth of the population. At least one fifth of the 
population answered the question, “Have you ever 
felt you were going to have a nervous breakdown?” 
in the affirmative. Four per cent of the total sample 
felt the causes of their problems were external to 
themselves, that is, difficulty within their family, 
problems on the job, or other interpersonal difficul- 
ties. About 10 per cent of the total population felt 
that the problem was within themselves, and they 
would have benefited from professional help. About 
14 per cent of the people interviewed had sought 
professional help. In seeking help people tend to go 
to their clergymen, to their family doctor and to the 
psychiatrist in that order of frequency. There is 
some further definition, however, in that those who 
tended to define their problems as psychological 
seek psychiatric aid in larger proportions than those 
seeking help for more external problems. 

While no study of this extent has ever been done, 
smaller studies and studies done for other purposes 


RHODE ISLAND MEDICAL JOURNAL 


tend to show that people are reluctant to consult 
with psychiatrists. While we have no evidence from 
this study that this is not so, the actual number who 
state that they have sought psychiatric aid was 
surprisingly large when one considers the problem 
of the small number of psychiatrists and the per- 
centage of them concentrated in certain large cities. 
When one considers that there are about 350,000 
clergymen and 150,000 physicians available for 
people to consult, both fairly well distributed 
throughout the country in cities and rural areas, 
and when one considers that there are at most ten 
to fifteen thousand psychiatrists available, it is 
amazing that more than 2,000,000 people in this 
country have consulted psychiatrists because they 
thought they were going to have a nervous break- 
down. On the basis of availability in numbers, the 
rate of consulting a clergyman should be 20 times, 
and the general physician at least 10 times the rate 
of patient consulting with psychiatrists. In fact, 
the ratio runs approximately 4 to 1 and 2% to 1. 
This survey also found that the problems presented 
by the patients vary, or perhaps influence the 
agency to which they turn. The socio-economic 
status of the individual seems to play an important 
part in determining whether or not he defines his 
problems in psychological terms. But within groups 
persons with marital problems tend to consult a 
clergyman, a general physician, or a marriage coun- 
selor. On the other hand, people with problems 
with their children, or with personal adjustment 
problems which they interpret as psychological, 
more often consult with a psychiatrist. Most people 
choose of their own volition the kind of help they 
seek, but about 8 per cent of those seeking help 
were referred by their physicians, and families and 
friends referred another 8 per cent of those seeking 
help. About one per cent sought help because of 
something they read or heard in some of the mass 
media, and about one per cent were referred by 
the clergy. 

This phase of the study has two important 
implications : 

(1) That current efforts to aid the clergy and 
the family physicians become competent to offer 
counseling to the mentally disturbed serve an 
important function, since we know that people 
are already consulting these persons in large 
numbers. 


(2) We know that people are ready to consult 
psychiatrists and apparently do so in relatively 
large numbers in spite of poor distribution. 


As the manpower report shows, our expectations 
of having any large increase in the number of 
psychiatrists available in the immediate future are 
poor indeed ; therefore, every effort should be made 
to expedite the production of additional ones and 
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perhaps even more importantly, to make certain 
that we make the best possible use of the ones that 
we now have. 

The size of the mental health problem will vary 
by definition of mental illness and disturbed be- 
havior to be classed as mental illness. We can esti- 
mate the patients who actually seek psychiatric 
care. On an average day there are approximately 
640,000 patients hospitalized with a mental dis- 
order, or if one includes the mentally retarded, 
more than 700,000 persons. These people are cared 
for in the 1,250 hospitals who state that they accept 
mentally ill persons for diagnosis and treatment. 
About 85 per cent of the patients are found in 
large state hospitals, most of which have 500 or 
more beds. About 430,000 different patients are 
admitted to the nonfederal psychiatric facilities 
each year, 270,000 of these to the specialized men- 
tal hospitals, and the remaining 160,000 to the 
psychiatric units in general hospitals. The admis- 
sions, plus those already there at the first of any 
year, bring the total number of persons hospital- 
ized in a year to 1,070,000. Approximately 30 per 
cent of the patients admitted in any year have been 
hospitalized at least once before for mental illness. 
One third of the admissions to all public and pri- 
vate mental hospitals are 55 years of age or older, 
and many state hospitals of the larger type report 
that a third or more of their patients are 65 or older 
on admission. The general use of psychiatric re- 
sources can be summarized in terms of the total 
hospital facilities. There are 6,818 registered hos- 
pitals in the country, of which 7 per cent are psy- 
chiatric. These 6,818 hospitals have 1,558,691 beds, 
of which 45 per cent are psychiatric. The average 
census of all the hospitals on any day is 1,300,000, 
and of these patients 51 per cent are psychiatric. 
On the other hand, of the 23,000,000 admissions in 
a year, only 2 per cent are psychiatric, and of the 
1,400,000 personnel in all categories hired by the 
6,800 hospitals only 17 per cent are employed in 
psychiatric hospitals. 

Thus, as we well know, our mental hospitals are 
large, overcrowded, understaffed and have many 
long-term patients. 

In addition, we estimate that the mental health 
clinics of all types treat at least 380,000 patients 
in a year, and that psychiatrists treat somewhere 
around 400,000 (give or take 30,000) in their 
offices. It is estimated that the number of psychi- 
atric patients attended by internists and general 
practitioners varies from 10 to 50 per cent. We have 
no way of estimating the exact number, nor do we 
know how many of these patients find their way 
into the above-mentioned psychiatric offices, psychi- 
atric clinics, or mental hospitals. 

There have been many attempts to count the 
mentally ill in the community. The attempts were 
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made in various places at various times, but for 
different purposes, by different staffs, all of whom 
seem competent. Apparently, the more intensive 
the survey of the community, the larger number 
of patients discovered. The prevalence figures in 
these surveys give a rate in the United States vary- 
ing from 44 per thousand to the largest, 213 per 
thousand. The Michigan material, which is in no 
sense a prevalence survey, found more than two 
million persons who say they sought psychiatric 
help at some time, and these figures do not include 
patients in hospitals or persons in armed forces. 
On the basis of the epidemiologic studies done, one 
may estimate that about 10 per cent of our popula- 
tion have nervous or mental illness of sufficient 
severity to warrant treatment of an appropriate 
type. This would mean 17,500,000 now in the na- 
tion. Our estimates show that 1,800,000 are treated 
in medical agencies in a year, or approximately 
10 per cent of the potential crop. In terms of ade- 
quacy of these treatment resources, we have found 
no community which believed it had enough hos- 
pital beds for the mentally ill and enough clinics to 
take care of the mental health problems known to 
exist, or enough psychiatrists to take care of the 
people wishing psychiatric care. 

George Albee made an exhaustive study of the 
manpower problem of psychiatrists, psychologists, 
social workers and nurses. No detailed studies were 
made of the other professions working in the men- 
tal health field, as we believed these principal ones 
would serve as examples of the total situation. 
Doctor Albee’s results can be summarized in one 
statement. We do not have enough trained people 
and not enough persons are entering universities 
with an interest in this field so that we can expect 
adequate numbers in the foreseeable future. This 
can only mean that we will ultimately fail in our 
attempts to supply needed services using techniques 
based on our present knowledge of the cause and 
treatment of mental illness. One can make the con- 
clusion that we should at this time withdraw some 
money and some manpower from the support of 
treatment services, with full realization that this 
means further neglect of already poorly cared for 
patients, and use the competent manpower and 
money for research on cause and more effective 
treatment of the mentally ill. Further research is 
needed on the effective use of existing manpower 
through research in administration and research in 
methods of recruitment of additional numbers of 
young people into colleges and universities and 
then into the professional fields. 

Mental hospitals in the United States and in sev- 
eral European countries are developing new thera- 
peutic methods for the care of the mentally ill. 
Some states have introduced new programs for the 


management of patients in the community. Others 
continued on next page 
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have developed active programs in the mental hos- 
pital. Morris Schwartz and his co-workers have 
focused their attention primarily on the new trends 
in the field, using conventional treatment systems 
as a background against which to analyze these 
new trends. They have observed programs asso- 
ciated with these trends in a number of selected 
institutions ; they have talked with many experts in 
the field of mental patient care, and they reviewed 
the current literature on hospital and community 
patterns of care. With this and their own previous 
experience in the field as a context, they formulate 
in their report an analysis of the trends in the field, 
and the problems various programs are trying to 
solve, their impressions of the major issues in the 
field of mental patient care and their suggestions 
and recommendations as to what might be done to 
improve care for mental patients in the United 
States. 

As an illustration of the kinds of trends Schwartz 
and his colleagues were concerned with, we shall 
discuss the trend to give to patients who become 
mentally disturbed immediate treatment in the 
community. 

The hiatus between the time a person becomes 
mentally ill and the time he receives professional 
treatment has, for a long time, been a concern of 
practitioners. The long waiting lists in mental 
health clinics and the scarcity of private psychiatric 
time have led to new programs. Some of these pro- 
grams have concentrated on providing emergency 
psychiatric care while the patient stays in the com- 
munity. They have attempted, either by a psychiat- 
ric team visiting the patient’s home or by having a 
psychiatrist on call at all times in the psychiatric 
section of a general hospital, to narrow the time 
interval between the acute eruption of mental ill- 
ness and the giving of professional help. The de- 
tails of how these programs can be most effectively 
conducted are still in the process of development. 
However, the problems that these programs are 
grappling with are quite clear; they are primarily 
how to reach the patient when he most needs help ; 
how to keep him out of the hospital while he is 
getting help ; and how to maximize the effectiveness 
of scarce professional time by initiating appropriate 
intervention at the most appropriate time. It is our 
impression that these programs of emergency care 
are “paying off” and our recommendation is that 
they be continued and extended, while at the same 
time their efficacy and the conditions of their 
success and failure are investigated. 

Morris Schwartz and his group have done a 
similar analysis of a number of other programs 
dealing with the community care of mental patients. 
Their report will discuss attempts to extend the 
out-patient treatment system into the community, 
into the courts, prisons, industry, the general hos- 
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pital, the school and a variety of social agencies. 
It will also discuss various attempts to broaden the 
conception of treatment, where, for example, fam- 
ilies as a group are being treated, or consultation 
is being given to public health nurses to facilitate 
their handling of mental patients. 

A large variety of new programs have been 
initiated in mental hospitals throughout the coun- 
try. Some of these programs have emerged in the 
course of practitioners’ attempts to develop thera- 
peutic milieu in their hospitals. Schwartz and his 
co-workers analyzed this trend to develop thera- 
peutic milieu and found many imaginative and 
original programs are being tested in different hos- 
pitals. Thus, hospitals have changed their atmos- 
phere by giving greater freedom to patients ; they 
have changed the role of personnel and patients, 
and in the case of the patients, have afforded them 
greater opportunities to make decisions about and 
take responsibility for their own lives; they have 
instituted many procedures oriented toward bring- 
ing lower echelon personnel into the decision- 
making process; they have freed communication 
between the different levels of staff; they have 
developed the conception that many types of per- 
sonnel might be of therapeutic significance to the 
patient, and they have introduced novel ways in 
which the therapeutic potential of personnel is used. 
The issues practitioners have concerned themselves 
with in developing therapeutic milieu are related to 
the physical and social organization of the hospital. 
They are experimenting particularly with the re- 
definition of roles and role-relations in the hospital 
in order to maximize its therapeutic impact. 

These programs of developing therapeutic milieu 
appear to us to hold much promise for changing the 
mental hospital so that it makes a greater contribu- 
tion to patient improvement. We suggest that many 
different kinds of attempts be made to develop 
therapeutic milieu ; and that the details and opera- 
tions of these attempts be carefully investigated. 

The Schwartz group have studied in a similar 
fashion attempts to break down the barriers be- 
tween the hospital and the community. Here such 
programs as the open hospital and the psychiatric 
section of the general hospital are discussed. In 
addition, they have described programs where the 
individualization of care for patients has been the 
focus of concern. They describe and analyze a va- 
riety of programs in which, through different pro- 
cedures, the particular needs of patients are 
assessed, planned for and met. 

The final set of trends Schwartz and his co- 
workers analyze is in the area of aftercare. A large 
number of facilities have been developed, and new 
programs are being introduced to help patients 
accommodate to the outside world. Some of these 
facilities and programs are halfway houses, foster 
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family care, sheltered workshops, vocational coun- 
seling, rehabilitation centers, social clubs, and the 
use of public health nurses to follow up patients. 
As an illustration of the trends in this field, they 
discuss the ways in which practitioners are provid- 
ing continuity of care for patients discharged from 
the mental hospital. Some programs concentrate 
on providing continuity of care through the same 
person, trying to ensure that the staff member who 
saw the patient in the hospital will also see him 
after he has been released. Other programs try to 
provide whatever kind of help the patient is thought 
to need, be it help in the work area, in the family 
area, or in the recreational area. In each program 
the central issue is to continue care for the patient 
in a way that fits him. Discovering the specifics of a 
particular program that will suit different types of 
patients are areas that require continuing investi- 
gation. 

Two other trends in aftercare are similarly dis- 
cussed : the grading of stress for ex-mental patients, 
and the tailoring of treatment for them. Programs 
of grading stress concern themselves with develop- 
ing optimum “pressures” on patients to facilitate 
their performance. Programs of tailoring treatment 
for ex-patients are oriented toward finding the 
particular rehabilitation activity most needed by a 
patient. Each of these trends holds out promise for 
reducing the numbers of patients returning to the 
mental hospital and for enabling released patients 
to assume a more effective role in society. We 
recommend their expansion and continuing re- 
search to increase their effectiveness. 

As a result of new treatments, chemical, psycho- 
logical and social, changed attitudes of staff and 
the surrounding community and probably other 
factors not detected, there has been a substantial 
reduction in the number of resident patients in the 
hospitals of the country. The number of beds ac- 
tually emptied by discharge of patients, plus the 
former annual increase in the population of mental 
hospitals, mean an over-all saving of several thou- 
sands of hospital beds. 

Community mental health services have ex- 
panded in the past several years. A few states have 
laws which make it possible for the state and com- 
munity to collaborate in support of local mental 
services. Pilot programs made possible through 
grants in aid from the National Institute of Mental 
Health played a very large role in demonstrating 
the effectiveness of these clinics and in subsidizing 
the states to start them. However, there seem to be 
other factors at work in the population not easily 
described. The demand for psychiatric and other 
mental health services in agencies previously not 
thought to require such professional help is growing 
apace. For example, psychological testing and as- 
sessments in industry are in great demand. Courts, 


647 


prisons, juvenile agencies, social agencies, school 
systems and industries are requesting psychiatric 
services. Agencies once content with diagnostic 
services from psychiatrists and psychologists now 
demand treatment for their clientele. Furthermore, 
by treatment they often mean one-to-one, intensive 
psychotherapy, psychoanalysis, or at a very mini- 
mum intensive, psychoanalytically oriented group 
therapy. One state has more than 60 psychiatrists 
and psychologists giving intensive therapy to offen- 
ders at the court or prison level — this in addition 
to long-time established traditional diagnostic serv- 
ices. Whatever the causes, these demands for men- 
tal health clinics and allied services are growing 
more rapidly than the manpower pool for staffing 
them. 

The inauguration of new services is not always 
carefully planned. Some new services have been 
started without co-ordination and full use of exist- 
ing services in the community. The desire to create 
new services often stems from a wish to do some- 
thing about something, and the belief that the crea- 
tion of a mental health clinic or counseling and 
guidance service will somehow care for the social 
ills and unhappiness of a community. Fortunately, 
there is a growing tendency for communities to 
make a survey of their needs and resources before 
starting a new service. The importance of careful 
planning to utilize existing services to their maxi- 
mum cannot be over-emphasized. The demands for 
new services are growing more rapidly than the 
complement of personnel to operate them, and as 
a nation we are not gaining on our professional 
manpower shortage, but rather we continue to lose 
ground. There is a trend to develop mental health 
services in the community that are health promot- 
ing as well as therapeutic, and we believe this is a 
productive trend. 

Many communities lack the basic resources and 
agencies necessary for mental health promotion 
and the treatment of mentally ill persons. Reginald 
Robinson and his group made a statistical study of 
the 3,103 counties in the nation (exclusive of 
Alaska, Hawaii and Puerto Rico). Two thousand 
counties have no psychiatrists. Two thousand have 
no community family service societies, and 1,500 
have no public child welfare services. 

A site survey in a representative sample of the 
counties shows that where community services are 
lacking, some people are not able to obtain needed 
help. Most counties studied recognize the need for 
development of community services, and there is 
an encouraging trend to use welfare workers, 
county health nurses and other agencies to help 
augment the services made available through men- 
tal health clinics and hospitals. In the more sparsely 
located areas the clergy and the family physicians 


may assume the major responsibility for mental 
concluded on next page 
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health counseling, and the physicians treat the 
more seriously ill until they may be referred to a 
hospital or clinic. 

Services for the communities now lacking them 
will require professional staffing. Doctor Albee’s 
manpower report discusses the difficulty in enticing 
enough college students into the professional fields 
to supply our needs. Because of the critical prob- 
lem of recruitment and distribution of psychiatrists, 
Daniel Blain has been making a more intensive 
study of the psychiatric manpower problem. The 
latest information available to me in rough draft 
form and, therefore, subject to correction by him 
reveals that in August of 1958 there were 2,723 
psychiatric residents in 245 training centers in this 
country. This is a gain of 30 per cent (650 resi- 
dents ) over the number training in August, 1956. 
He reports an increase in the number of programs 
approved for three years’ training in state hospitals, 
so that in 1958, 51 per cent of state hospitals were 
approved for three-year programs. 

Of the 650 additional residents in training in 
1958 as compared to 1956, 250 were in state hos- 
pitals and 300 in university hospitals. The federal 
training centers, largely concentrated in veterans 
hospitals, were training only 15 per cent of the 
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total in 1958 as compared to 19 per cent in 1956, 
This is a most discouraging trend and one that 
should be studied so that it may be reversed. There 
is a steady trend toward having larger numbers of 
residents in training in a particular center. The 
most rapid rate of increase in residents in training 
was in the residents who came from foreign medical 
schools, and this group represented 373 out of the 
total increase of 650 residents. Thus, more than 50 
per cent of the additional persons in psychiatric 
residencies are from foreign schools, and of the 
2,723 physicians in training, 1,066 were from for- 
eign schools. We do not know what proportion of 
these physicians will remain in the United States 
after they complete their training. There is also a 
spottiness in the recruitment of psychiatrists from 
the various medical schools. There are 77 United 
States medical schools represented among the per- 
sons serving psychiatric residencies, but 27 of 
these schools supplied 57 per cent of all U.S. grad- 
uates in resident training. However, this trend was 
also present in 1956, because at that time the 27 
schools were supplying 56 per cent of the psychiat- 
ric residents. Most of the schools supply large num- 
bers of trainees in the middle Atlantic and north- 
east states. 

The research programs in psychiatry and related 
fields are objects of special study by the Commis- 
sion, At this time about all we can say is that there 
is an encouraging trend to more long-term support 
and to programatic type of support which should 
make it easier for people to carry on basic research. 

The problem of recruiting research workers who 
must exist from one project application to another 
with no assurance of renewal of grants is a major 
handicap in recruitment of people into the research 
field. Sufficient to say here that it will do little good 
to encourage the development of research institutes 
and elaborate research programs unless we train 
research workers. There is an increasing interest 
on the part of the NIMH and a few of the foun- 
dations in increasing the facilities for training re- 
search workers. The next step is to insure some 
type of reasonably on-going support for the re- 
search work these trainees will do, and a support 
that has a reasonable degree of personal security. 

Viewed in perspective, we are encouraged by the 
changes taking place, inspired by the vast areas of 
work yet to be done, and humble in our under- 
standing of how little we really know about man’s 
behavior, sick or well. We have studied representa- 
tive areas of concern to mental health workers and 
have omitted others because of limits of time and 
money. From all this we may hope that there will 
be improvement in the use of available knowledge, 
but also particular efforts at intensifying the train- 
ing of research workers and their long-term em- 
ployment in mental health research. 


the: = 
4 


VALUE OF INFILTRATIONS IN SUBACROMIAL BURSITIS DUE TO SUPRASPINATUS TEAR 


THE VALUE OF INFILTRATIONS IN CASES OF 
SUBACROMIAL BURSITIS DUE TO SUPRASPINATUS TEAR 


José M. RAMOs, M.D. 


The Author. Jose M. Ramos, M.D., of Newport, 
Rhode Island. Senior Physician and Director of Ar- 
thritis Clinic, Newport Hospital. 


ie THE COURSE of a physician’s practice he will 
encounter no lesion of the shoulder causing 
greater pain than acute subacromial bursitis due to 
supraspinatus tear. 

The patient is usually a farmer who has used his 
shoulders violently in the course of manure spread- 
ing or a young laborer who has wrenched his arm in 
heavy lifting, or perhaps a young housewife who has 
slipped on the ice and caught the impact of her fall- 
ing body on a stiffly outstretched arm. 

The patient appears usually near to tears, with 
agonizing pains in the shoulder. The arm is in the 
position of adduction and held close to the body. 

Before proceeding with any form of therapy it is 
wise to distinguish the various lesions which may 
precipitate such a painful episode. 

Too frequently the busy physician gives the 
shoulder a casual survey and resorts to the time- 
honored diagnosis of “bursitis” without actually 
determining the real cause of pain. 

Frequently it may be an acute capsulitis of the 
shoulder joint with spasms of the muscles of 
the shoulder girdle and generalized pains of the 
shoulder that are poorly localized by the patient 
except for the pains and paresthesiae of the finger 
tips. 

Biceps tendon tear may simulate an acute 
subacromial bursitis not only in the extent of pain, 
but also in the difficulty of abducting the arm. 

Acromio-clavicular osteoarthritis is probably one 
of the most difficult conditions to treat. Not actually 
incapacitating, it is extremely demoralizing in the 
constant reappearance of pain during the early 
hours of the morning. Much of the sensitivity re- 
mains on hyperextension of the arm during the day. 

All these factors, along with acute subacromial 
bursitis may produce severe pain in the shoulder 
and need to be given consideration in establishing 
the diagnosis. 

Codman, after whom this syndrome was named, 
believed that acute bursitis was due to a primary 
involvement of the supraspinatus tendon with 
secondary lesions in the bursa. 


Trauma with rupture of the supraspinatus ten- 
don is a most frequent cause of this syndrome and, 
undoubtedly, one of the causes of ultimate dis- 
ability. Complete rupture causes far more serious 
symptoms than partial rupture and leads to more 
frequent permanent disability of the shoulder. 

The patient with acute subacromial bursitis has, 
first of all, a history of trauma to the shoulder. 
Acute tenderness on gentle palpation is usually 
noted in the region of the greater tuberosity of the 
humerus about a finger’s width below the acromial 
process. Any attempt on the part of the patient to 
abduct the arm causes excruciating pain. The pain 
is usually so severe that sleep is impossible and large 
doses of codeine or morphine may be ineffective. 

We have found that, in the thirty-six patients 
with acute subacromial bursitis due to supraspina- 
tus tear whom we have treated, primary considera- 
tion should be given to the acute bursal reaction. 
The treatment of the tendon tear should be second- 
dary and follow at an interval of four to five days. 

The technic has been as follows: 2 cc. of Cy- 
claine,* 1% is immediately infiltrated into the suba- 
cromial bursa together with 2 cc. of Hydeltra- 
T.B.A.+ The arm is placed in a sling and instruc- 
tions are given the patient not to take the arm out of 
the sling under any circumstances and even to sleep 
with the sling applied. Four days afterwards 2 cc. of 
Cyclaine, 1% and 2 cc. of Hydeltra-T.B.A. are in- 
jected into the supraspinatus tendon by entering 
2 to 3cm. below the acromial process at an angle of 
about 90° to the shaft of the humerus with the arm 
held in complete adduction. 

The sling need not be reapplied, but strict instruc- 
tions are given that the arm should not be used in 
more than 15° to 20° abduction from the body ex- 
cept in dressing for at least several days. 

On the sixth day, 2 cc. of Cyclaine 1% and 2 cc. 
of Hydeltra-T.B.A. are again injected into the 
supraspinatus tendon as described above. 

In all our patients we have found that the pain 
disappeared and there was a return of complete 
mobility of the shoulder joint at the end of twenty- 


*Trade name for hexylcaine hydrochloride, Merck Sharp & 


Dohme Research Laboratories, West Point, Pennsylvania. 
+Trade name for prednisolone tertiary butylacetate, Merck 
Sharp & Dohme Research Laboratories, West Point, 


Pennsylvania. 
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remains a dread disease, and any- 
one, whether co-operative or not, will likely be 
bowled over when told he is a victim. His world 
crashes around him,—he becomes perturbed, and 
often all he hears at diagnosis is merely that he 
should enter the hospital precipitately. Yet he sees 
his responsibilities and is loath to quit his job be- 
cause it may foretell loss of his part-paid-for home 
or, at times, even disintegration of his family. He 
can not know whether welfare aid will be available 
or sufficient. Furthermore, he may be irresponsible, 
may have fear that is born of ignorance or preju- 
dice, or submarginal emotional or psychotic back- 
ground. 

Irrespective of underlying character or personal- 
ity, he becomes a person in deep trouble and stands 
in need of time to plan and of the friendship of an 
understanding physician as well as co-operation of 
visiting nurse, social worker, welfare folk and, if 
possible, the family. He may have the financial 
means to meet the issue, but, as all realize, only a 
small minority does. He needs a sense of security 
for himself and his family for the duration of his 

- disease. He should be alerted on at least two points: 
one, that his disease is infectious and may spread to 
others and two, that nowadays adequate care 
usually leads to restoration of normal living. 

Once he has accepted the diagnosis and knows 
the consequences of delay in treatment, once his 
family intactness is assured through welfare or 
other support, the apparently unco-operative pa- 
tient often adjusts satisfactorily and accepts treat- 
ment. Some who remain at home for treatment will 
break quarantine, and some among those hospital- 
ized will reject this new mode of living. In any 
event the tuberculous patient who refuses treatment 
presents numerous personal and public health prob- 
lems. Not only does he handle his disease far less 
well than the average but, by refusing, often threat- 
ens the health of the community. 


*Presented at the fifty-second annual meeting of the Rhode 
Island Tuberculosis and Health Association, at Provi- 
dence, Rhode Island, May 19, 1959. 


But whether the patient is under treatment at 
home or in hospital, problems arise. At home he 
may chafe and forsake his isolation. In the hospital 
he may worry over family, see his life savings 
dwindle, come across factors such as rooming with 
an uncongenial stranger or finding food unpalat- 
able ; rapport with the nurse may be poor, his doctor 
may not get around to see him as often as he wishes 
(all of which is inexcusable and correctible ), or the 
lure of old haunts may pull at him. Many things 
may send him out before there has been time for 
adjustment, and he thus becomes an AWOL, which 
by the way, someone defined recently as standing 
to mean “After Women or Liquor.” 

This patient is by no means necessarily recal- 
citrant. In the scheme which seems to operate with 
unusual success in North Carolina where there are 
four hospitals in the state sanatorium system, it is 
assumed at walk-out that the AWOL patient may 
well have had problems at home that prevented him 
from settling down to the cure, may have been 
homesick or simply have got fed up with life in the 
institution. His health officer is notified of the walk- 
out and told that his return will be welcomed— 
without comment or penalty. This is a key item. 
Experience shows that in very many instances of 
return, the patient remains and is co-operative. 
If he re-enters and walks out again, he is eligible 
for ready admission into another of the hospitals in 
the system. If he leaves for the third time, his health 
officer may well regard him as one who persistently 
exposes his community to risks. And this officer 
has a choice of either quarantining him at home or 
committing him to hospital care. If the home allows 
essential isolation, sanitation, ventilation and die- 
tary set-up, quarantine is established, and the pa- 
tient receives care from his physician, or from the 
health officer. In case home care is inadequate,— 
which is so very likely because tuberculosis so com- 
monly breeds in poverty—the health officer cites 
the patient into court. 


This latter is also the only course open to the 
health officer with the patient who refuses to return 
after any walk-out, or the one who accepts home 
treatment but persists in breaking quarantine pro- 
vided, of course, that the disease is still active and 
communicable. Thus no person is committed ex- 


cept one who has several times refused adequate 
continued on page 652 
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I MY MIND’s EYE I go back to January, 1957, 
when the particular subject under discussion was 
vigorously debated in Denver at a national confer- 
ence. Actually, what has transpired since then has 
reinforced me in my opinion that compulsory isola- 
tion (of the recalcitrant tuberculous) is unneces- 
sary as well as a misapplication of police authority 
in the hands of those whose training and back- 
grounds should make them regard this as re- 
pugnant. 

I regard compulsory isolation as unnecessary 
from several points of view, the first being medical 
in nature. There can be no argument that the corner- 
stone of tuberculosis control is identification of the 
infectious case followed by isolation and treatment. 
If, in addition, it were possible to isolate every in- 
fected person who is a tuberculin reactor, we would 
soon reduce tuberculosis to the status of a minor 
public health entity, as our veterinary colleagues 
have done in the control of bovine tuberculosis. 
This latter approach is impracticable for human 
disease, since we are dealing with an estimated 
50,000,000 reactors in this country, as well as 
250,000 active cases. We cannot even begin to think 
of hospitalizing the active cases, let alone the up- 
wards of 70,000 new cases which develop every 
year, since there aren't that many beds available. 

We are therefore forced to concentrate our 

. efforts in tuberculosis control on the known active 
cases, and the use of a vaccine limited to predis- 
posed and overexposed groups. Chemotherapy has 
accelerated an already declining tuberculosis prob- 
lem, although it still represents the most widespread 
infectious disease of our time. Mortality rates have 
fallen spectacularly, but morbidity has fallen slowly 
and appears to have reached a plateau. It seems to 
me that the question to be answered is : Would com- 
pulsory isolation of the “recalcitrant” appreciably 
accelerate the steadily declining tuberculosis 
problem? 

*Presented at the fifty-second annual meeting of the Rhode 
Island Tuberculosis and Health Association, at Provi- 
dence, Rhode Island, May 19, 1959. 


It was generally conceded at the conference in 
Denver that recalcitrants represented at most 1 to 3 
per cent of the active tuberculous population, 
though no firm figures were available. The other 
day I asked Doctor Byington, the head of Tuber- 
culosis Control for the city and county of Denver, 
for some figures on the occupancy of the locked 
facilities at Denver General Hospital. Here is his 
note verbatim: “Since this program (protective 
isolation) started about three years ago, 19 patients 
have been placed under quarantine. Most of these 
patients had had considerable intermittent drug 
therapy of one kind or another without adequate 
continuous medical supervision or because of their 
refusal to remain under medical care.” Here in a 
city of approximately one million population in the 
metropolitan area—only 19 cases in three years. 

Those who are for compulsory isolation admit 
that the number of recalcitrants may be small in 
relation to the entire group of the active tubercu- 
lous, but argue that the danger to the community 
from these is greater since they are, in the main, 
socially irresponsible people. A most interesting 
biological phenomenon allows us to lay this ghost 
by the heels. It so happens that if the medical scien- 
tist wishes to select resistant strains of tubercle 
bacilli in the laboratory, he does precisely and de- 
liberately what the recalcitrant patient does un- 
wittingly. He exposes his cultures or tuberculous 
animals to one drug therapy or to multiple drug 
therapy of short duration or to inadequate dosages 
of the various drugs. 

As you may have gathered from Doctor Bying- 
ton’s note to me, most recalcitrants have a record of 
inadequate and haphazard medical treatment and 
are excreting drug resistant tubercle bacilli. If, as 
it is claimed, these individuals are significantly con- 
tributing to the spread of tuberculosis, we should 
be seeing new cases of tuberculosis caused by infec- 
tion with drug resistant organisms. The truth is 
that we are not seeing these cases in any great or 
small numbers. The world literature reveals an 
astonishingly small number of reports of such cases. 
From personal contact and experience, I have been 
able to discover seven cases since the generalized 
use of INH in the chemotherapy of tuberculosis. 

No, tuberculosis is not spread by these people 


excreting drug resistant organisms. If they did com- 
concluded on page 653 
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continued from page 650 
treatment and who willfully pays no heed to his 
responsibility for spreading his disease. 

What is this man like ? His personality and make- 
up? Psychiatric evaluation reveals that he often 
possesses intelligence above that required for his 
occupation ; he is unstable in job, marriage, home 
and social relationships; he exhibits low frustra- 
tion tolerance and has never learned to put off mo- 
mentary gratification when it collides with more 
important issues; that is, he remains immature. 
This fellow is dependent but is readily irritated 
when his own whim is crossed; he is quick to be- 
come angry at exercise of authority; logically, 
therefore, doctors and nurses become his pet peeves 
when in the hospital. He never develops confidence 
in the staff or a sense of security in the hospital as 
a place for recovery from a disease he will fre- 
quently never quite admit he has. He cannot see his 
disease as something to treat rather than to run 
away from. He has small regard for the public weal 
and little or no sense of the responsibility his in- 
fectious disease places upon him. His friendships 
are likely to be shallow and transitory. Usually, he 
thinks with his emotions rather than with his brain. 
Frequently his problem is greatly exaggerated by 
alcoholism. Recently someone has said: “It is more 
than a mere incidental circumstance that his is the 
only group in our society in which tuberculosis is 
not diminishing.” 

My associates in psychiatry tell me, on frequent 
consultation, that this type of patient cannot plan 
for the future or cannot be realistic ; that he is intro- 
spective and irresponsible. As to psychiatric care, 
they advise that “one cannot reason with him or 
deal with him in the usual psychological sense, can- 
not impress upon him the dangers of his disease to 
his family. Psychiatric therapy is usually of little 
or no avail.” 

Because of his antisocial attitudes, his hostility 
and his disregard of sanitation, he will very often 
flout authority. Hear the true story of one such 
patient, who, in bravado and disdain of authority, 
deliberately kissed a five-year-old niece in the 
mouth, knowing his sputum was positive and then 
challenged the family to do something about it ; this 
when the family urged his return to the hospital. 


Problems of Unmitigated Recalcitrant 

What shall we do with this unmitigated recal- 
citrant? I have four brief comments to make. 

1) First, we should recognize that, by tempera- 
ment and behavior, he offers a greater threat to the 
health of the community than even the person hav- 
ing the disease and not knowing it, and thus he 
requires appropriate attention. Certainly, he de- 
mands more oversight than the average ex-patient 
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at home who is careful if not yet well. 

Even though we cannot as yet attack the tubercu- 
losis problem in toto, we can strive in every com- 
munity and by every means to combat that fraction 
of the problem which we do know and especially that 
which glares at us, and we can strive to break every 
known contact. It seems only sensible to go after as 
much tuberculosis in the community as possible— 
to seek the unknown by intensive and selective case- 
finding and to hold it unwise to leave alone any 
known patient who simply chooses to be let alone. 
“A man’s reach,” said Browning, “should exceed 
his grasp, or what’s a heaven for.” The problem of 
controlling the spread of this disease is within our 
reach, if not yet within our grasp. And the challenge 
stands out boldly to do all we can to prevent further 
infection and disease, whether the scope of our 
effort covers individuals or groups, small or large. 
Every case in the community is a potential threat 
to the people residing there, and tuberculosis on the 
loose becomes the serious business of all of us. 

2) Secondly, this man presents a problem sufh- 
ciently serious to justify girding the health officer 
with proper authority to meet it. Even when the 
best degree of public health alertness exists ; keen- 
ness to find new cases, repeated skin-testing of the 
nonreactor, periodic X raying of the infected and 
possibly drug treatment for many of these, some- 
times the use of BCG for prevention—with all this 
at hand how, pray, is the health officer to apply 
these principles when known offenders would 
nullify his efforts and disregard his orders. Is he 
able to exercise his responsibility to protect the 
community’s health without authority to do so? 
Can he prevent or mitigate spread of infection with- 
out authority to curb the fellow who wantonly per- 
petuates this needless and heedless risk? We do not 
hesitate to restrict the activities or the liberties or 
the personal freedom of the typhoid Marys or the 
rare case of smallpox. My information is that in 
Rhode Island in 1956, no one died of typhoid fever, 
none of smallpox, 62 from tuberculosis. Should 
there be restrictions to govern our major infectious 
disease, even though only a relatively small pro- 
portion of the people infected with the germ of 
tuberculosis develop the disease ? 

Allow me to recount these facts in a true occur- 
rence: A patient with positive sputum and resistant 
bacilli refused every encouragement to remain in 
the hospital, and returned home. In just under 
twelve weeks, the infant son in the family entered 
with tuberculous meningitis which yielded resistant 
bacilli. Of course the child died—died of a species 
of manslaughter. But to that family an isolation law 
plus a well child would have been immeasurably 
preferable to no law to follow and no child to 
cherish. 


Such cases are rare, one may say. They are rare; 
continued on page 654 
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municate their tuberculosis to others, it was at the 
time when they were excreting susceptible organ- 
isms and when they were most likely unknown to 
the health department. I cannot emphasize too 
strongly that it is the unknown case of tuberculosis 
that spreads the disease. I view any cases of tuber- 
culosis developing from this source as a breakdown 
in our public health methods rather than as a crimi- 
nal act on the part of the individual concerned. 


What of the individual excreting susceptible or- 
ganisms who not only refuses to be hospitalized but 
refuses therapy? I do not believe that there is even 
justification for locking this individual up. There 
are perfectly adequate prophylactic measures that 
can be employed to protect the persons in intimate 
contact with this individual by the judicious use of 
BCG and INH therapy for the already infected. 
Public opinion, not force, will persuade the infectee 
in most instances to accept treatment or to isolate 
himself until he is non-infectious. Even if he were 
to refuse to do this, I believe that the risk to the 
community is small—small indeed compared with 
the risk to us all of the abuse of authority. 

I think we might now profitably turn to a con- 
sideration of recalcitrancy and examine wherein 
we, as professionals charged with the responsibility 
of tuberculosis control, might be contributing to the 
incidence of this state. The Colorado Conference 
demonstrated clearly that recalcitrancy was a 
psycho-social disturbance which in many instances 
was induced and aggravated by our attitudes and 
provisions for control and treatment of tuberculosis. 
The elements of an adequate tuberculosis control 
and treatment program were identified and it was 
pointed out that this might well obviate the neces- 
sity for consideration of any compulsory methods. 

These elements are as follows: 

1. Abolition of the means test where it exists. 


2. No legal residency requirements for admis- 
sion for treatment. There exists the curious paradox 
in those states which require the establishment of 
residence before one can be treated, of having those 
willing to accept treatment refused and those un- 
willing to accept treatment, incarcerated. 


3. A philosophy of treatment which permits pa- 
tients to feel that their rights and dignity as human 
beings are respected and that they are worthy re- 
cipients of the efforts expended on their behalf. 

4. Modern therapy. 

5. Freedom of choice of physician and facility. 

6. Properly selected cases for home therapy and 
care, 


7. Adequate assistance to the family. 
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8. Rehabilitation, not merely a program of 
basket weaving and other diversional activities 
which masquerade as a rehabilitation program. 


9. Psycho-social services which are available not 
only prior to hospitalization, but during and post- 
hospitalization. 

10. Physician education—much new tuberculo- 
sis is being seen first by physicians who are not up 
to date on current methods of therapy. 


11. Adequate public health services such as 
drugs, nursing, follow-up. 

In summary, my position opposing compulsory 
isolation of the tuberculous is this: Tuberculosis 
shows a favorable declining incidence without the 
application of forcible methods of control. If en- 
forced isolation is meant to accelerate this trend, it 
has not been shown that the recalcitrants are re- 
sponsible for any significant contribution to the 
spread of tuberculosis. In our democratic culture 
the burden of proof is on the authority, not on the 
patient. The small number of recalcitrants remain- 
ing, if adequate control programs were available 
generally, would also obviate the necessity for com- 
pulsory isolation. Recalcitrancy represents a disease 
state with which tuberculosis may be associated ; 
this may also be said of alcoholism. This state re- 
quires the skilled and sympathetic attention of those 
specially trained in this area of psycho-social pa- 
thology. Our inadequacies in this area, as tubercu- 
losis workers, should not cause us to apply force as 
the only answer. 


SECOND URI PHARMACY CLINIC 


The Second Annual University of Rhode Island 
Pharmacy Clinic will be held at Kingston on No- 
vember 17 and 18. Members of the Rhode Island 
Medical Society are invited to attend any of the 
lectures. Particular attention is directed to the ses- 
sion on the morning of Wednesday, November 18 
at which the following lectures will be given: 


10:00 A.M. Psychotherapeutic Stimulants 
Dr. PAUL V. BRADY, Assistant Profes- 


sor of Pharmacology, University of 
Rhode Island 


10:50 A.M. Recent Developments in the 
Chemotherapy of Cancer 
Dr. C. CHESTER STOCK, Director of 
Research, Walker Laboratories of the 
Sloan-Kettering Institute of Cancer 
Research 


11:30 A.M. Antivirus Agents, Including 
Those for Poliomyelitis 
Dr. SIDNEY KIBRICK, Professor of 
Medicine, Harvard University Medical 
School 


654 


CASE FOR FORCIBLE HOSPITALIZATION OF 
THE RECALCITRANT TUBERCULOUS PATIENT 
continued from page 652 
at least we do not know the full history of many of 
the patients. But they illustrate the potentialities— 

the dangers—and should at least alert us. 

3) In the third place, the recalcitrant patient in 
some areas is allowed to enter or leave the hospital 
at will, carrying his germs, piggyback fashion, as 
he mingles with his associates. His characteristic 
irregular intake of drugs often produces resistant 
bacilli and allows him to project the added risk of 
distributing resistant bacilli to his fellow man. In 
some observations, resistant bacilli have lost their 
capacity to produce disease in animals. But resist- 
ance has been found to vary and fluctuate. And who 
would willingly risk himself to such exposure, even 
if such germs were resistant? In fact, the patient 
whose sputum yields resistant bacilli frequently 
continues a downhill course to death from his tu- 
berculosis (and his resistant bacilli). The evidence 
is too great for the infectiousness of this disease to 
run the risk of having such a patient loose in the 
community. In my state this practice is prohibited. 

Any patient with active tuberculosis may infect 
others, even though he is not recalcitrant. In this 
connection, let me cite an experience from North 
Carolina several years ago when waiting lists 
abounded. Doctors from one of the institutions co- 
operated with family physicians and health officers 
in a plan to give drugs to approximately 150 pa- 
tients at home, but on waiting lists. In the course of 
one year, five new cases of tuberculosis developed 
in those homes (one of them fatal) and no one 
knows how many became infected or how many 
may develop clinical disease years later from this 
infection. Tuberculosis does not blossom out in two 
weeks after contact, as measles does, but it is 
catching, and I submit that it is potentially danger- 
ous to plant tubercle bacilli in the tissues of any 
human being. The evidence would appear to show 
that people who have the disease in active form may 
spread the germ to others who do not have it. 

4) Finally, my state has amended its earlier laws 
in order better to meet the problems posed by the 
residual recalcitrant so that : 

1) Anyone suspected by his physician or health 
officer of having active tuberculosis, but will- 
fully refusing examination therefor is re- 
quired to undergo such examination. (To my 
knowledge no person has yet had to come 
under the provisions of this law and it would 
appear that none is being driven under- 
ground. ) 

2) Anyone having active tuberculosis and re- 
fusing to accept treatment at home under 
specified conditions or in a hospital for the 
purpose when home conditions are inadequate 
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or unsafe, and who, in the judgment of the 
health officer, constitutes a threat to the health 
of the community, is arrested and tried in 
court. If convicted, he is sentenced to the 
prison division of the State Sanatorium. The 
minimum sentence depends upon the course 
of his disease—the medical director having 
the responsibility to discharge him at any 
time his tuberculosis has been brought under 
control and discharge is thought to be safe, 
or when transfer to other facilities seems 
proper : the maximum sentence is two years. 
(The average stay is 11 months.) 


This system aims first, to protect the public and 
second to treat the patient. The sanatorium provides 
medical care and food : the prison division, the disci- 
pline, housekeeping, etc. The light, airy, well- 
ventilated and well-equipped modern hospital 
(Figure 1 ) possesses the features of a security unit, 
inconspicuous though they are, and provides the 
basis for adequate care which is rendered by regular 
staff physicians. 


FIGURE 1 


How well does the plan work? In it patients may 
be kept long enough to anticipate restoration of 
health. During the three years of 1955-56-57 there 
were: 118 admissions of health law violators, 135 
discharges (67 active; 68 inactive). Of the active, 
all but twelve were discharged by parole to units of 
the Sanatorium System or other specialized hos- 
pitals, chiefly those of the Veterans Administration. 
The inactive ones were given full and free discharge. 

Patients under compulsory medical care fre- 
quently develop hostility and refuse to accept medi- 
cal advice. However, among 257 such patients in 
this institution major or minor operation was ad- 
vised in 66 (26% of the dischargees) and accepted 
by 44 or 66.6 per cent. This stands in fairly good 
comparison with 766 regular dischargees in one year 
among whom operation, recommended to 184 (24% 
of 766), found acceptance in 168 or 91.3 per cent. 

A good number of dischargees drift off to other 
states or areas ; a much larger number remain under 
health department oversight. To date, follow-up 
records have been maintained locally. Follow-up 
questionnaires on the 135 patients discharged in 
this three-year period were recently sent to local 
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RECENT FOLLOW-UP ON /7I DISCHARGEES 


STATUS AT DISCHARGE “FOLLOW-UP RESULTS 


ILL DEAD 
TB | OTHER | UNKNOWN: 


ACTIVE 
HOME (PAROLED) 


REG. HOSP (PAROLEO) 5 


FINISHED 2 YR. TERM 1 


INACTIVE 


36 


7 37 


*aLL PATIENTS HAD 12 TO 36 MOS. FOLLOW-UP EXCEPT 5 SHOWN IN PARENTHESES. THESE 
5 PATIENTS HAD LESS THAN I2 MOS. FOLLOW-UP. % 


CHART 1 


health departments. This has yielded 71 returns to 
date, presented in Chart I. 

There was no record on 11. All but five of the 
remaining cases reported to date had been under 
observation 12-36 months. Of the 31 inactive cases 
reported, 23 had been able to return to normal life— 
74%, 2 were ill, 6 had died—1 from tuberculosis, 
4 from nontuberculous disease, 1 cause unknown. 
Of the 26 active cases on parole, 14 were well— 
54%, 8 were ill, 7 dead,—6 from tuberculosis, 
1 cause unknown. 

So in this scheme attention to the recalcitrant 
rests 1) upon the sound reasoning of protecting the 
public against this disease by whatever means are 
necessary after the individual has had every pos- 
sible inducement to remove himself from contact 
with the public and to accept treatment, and 2) upon 
the obvious statistical evidence that health has been 
restored to a high percentage of these unwilling 
actors. 


VALUE OF INFILTRATIONS IN SUBACROMIAL 
BURSITIS 


concluded from page 649 


four hours after the second infiltration into the 
tendon. 

The mean total duration of disability was from 
seven to eight days, at the end of which time the 
patient found himself capable of resuming his usual 
occupation except for those movements which re- 
quired strenuous exercise of the shoulder joint. 

This technic, with the injection of Hydeltra- 
T.B.A., we consider to be a definite improvement 
over the application of diathermy, massage, and the 
administration of analgesics. Analgesics may be 
given during the first four or five days, which is the 
most painful period, until the injections of Cyclaine 
and Hydeltra-T.B.A. have exerted their full effect. 

Wealso believe that this technic offers the patient 
a minimal period of discomfort with complete re- 
habilitation of the shoulder joint. 


ANNUAL KENNEY CLINIC DAY 
PROGRAM 


At the Pawtucket Memorial Hospital 
W ednesday, November 18, 1959 


:30Aa.M. AUTOHEMOTHERAPY IN THE 
TREATMENT OF POST-HERPETIC PAIN. 
Bencel E. Schiff, M.D., Department of Dermatol- 
ogy, Memorial Hospital; Assistant Professor of 
Dermatology, Boston University School of 
Medicine 


:55 A.M. MALROTATION OF THE COLON. 
Edmund Billings, M.D., Junior Surgeon, Memo- 
rial Hospital 


:20A.M. INTERMISSION 


:30 A.M. VESICO-COLONIC FISTULA COM- 
PLICATING DIVERTICULITIS. Orland 
Smith, M.D., Chief, Department of Surgery, 
Memorial Hospital; Richard Rosen, M.D., Resi- 
dent in Surgery, Memorial Hospital 


:55 A.M. ECZEMA VACCINATUM. William 
Cohen, M.D., Chief, Department of Dermatol- 
ogy, Memorial Hospital; Earl Kelly, M.D., Chief, 
Department of Pediatrics, Memorial Hospital; 
Arture Longobardi, M.D., Department of Medi- 
cine, Newport Hospital 


:20 P.M. UNUSUAL CAUSES OF CARDIAC 
FAILURE. Edwin Lovering, M.D., Department 
of Medicine, Memorial Hospital; Tadeusz Got- 
lib, M.D., Resident in Medicine, Memorial 
Hospital 


12:45-1:45 P.M. LUNCHEON 


(From the Department of Medicine, 
Georgetown University) 


2:00 P.M. CLINICAL ASPECTS OF HYPOGLY- 
CEMIC THERAPY. John J. Canary, M.D. 


2:30 P.M. PRACTICAL CONSIDERATIONS IN 
THE DIAGNOSIS OF ADRENAL DISEASE. 
Richard Meyer, M.D. 


3:10p.M. CLINICAL PROBLEMS IN THE 
DIAGNOSIS AND MANAGEMENT OF 
ACUTE RENAL DISEASE. William Walsh, 
M.D. 


3:40 p.m. CLINICAL ASPECTS IN THE DIAG- 
NOSIS OF PARATHYROID DISEASE. Mar- 
cus Schaaf, M.D. 


4:15p.M. PANEL (Questions from the audience ) 
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DEPRESSION: TREATMENT OF OFFICE PATIENTS 
WITH PHENELZINE (Nardil) * 


EDWIN DUNLOP, M.D. 


The Author. Edwin Dunlop, M.D., of Attleboro, 
Massachusetts. Assistant Medical Director, Fuller 
Memorial Sanitarium, Attleboro. 


i THE PAST THREE YEARS, a notable series of 
studies have appeared which dealt with the use 
of monoamine oxidase (MAO) inhibitors in the 
treatment of depressive syndromes. The rationale 
and mechanism of action’? of this new class of 
drugs have received broad attention in the literature. 
Several investigators** have evaluated monoamine 
oxidase compounds as to their effectiveness in brain 
metabolism. These compounds influence the concen- 
tration and build-up of serotonin, an important fac- 
tor in controlling nutrition and oxygenation of brain 
cells. 

Sainz,’ an early worker in this field, first estab- 
lished the clinical usefulness of phenelzine ( Nardil) 
in the treatment of endogenous depressions. Shortly 
afterwards, his work was confirmed by Saunders,°® 
Thal’? and Furst.!! More recently Arnow!? sum- 
marized the results of 580 individual cases by six- 
teen clinical investigators, showing that the admin- 
istration of phenelzine was beneficial in 84 per cent 
of non-schizophrenic patients. 

Phenelzine, one of the newer MAO compounds 
is a psychotherapeutic drug, which has also been 
referred to in the literature and lay press as a 
psychic energizer. 

This report of the use of phenelzine in fifty am- 
bulatory office patients was undertaken for two 
reasons. First, to determine how successfully pa- 
tients with mild to severe depression could be man- 
aged on phenelzine alone. Secondly, to compare the 
relative effectiveness of phenelzine and ECT in 
patients who previously had been treated by electro- 
shock therapy. ECT has been regarded as the most 
effective form of treatment for depressions for 
many years. Its value as the treatment of choice was 
enhanced by the introduction of intravenous anes- 
thesia and muscle relaxants. Subsequently its posi- 
tion as the classic mode of therapy was somewhat 
challenged with the introduction of iproniazid, a 
MAO inhibitor. However, reports of liver, blood 
*Nardil(T-M.) is the Warner-Chilcott Laboratories Div. 

trade-mark for its brand of phenelzine. 


and kidney toxicity have limited its usefulness. In 
the case of phenelzine, all major investigators are in 
agreement that its spectrum of usefulness is much 
broader because of virtual absence of major toxicity. 


Method 

Each patient in this series had symptoms of mild 
to severe depression. A diagnosis of depression had 
been established if the patient showed most or all of 
the following symptoms: loss of interest ; guilt feel- 
ings ; depressed spirits or withdrawal ; crying spells ; 
fatigue, especially in the morning : diurnal variation 
in mood, worse in the morning, improving as the 
day wears on; loss of appetite and weight ; continu- 
ous expression of doubt, hopelessness and futility. 

These patients fell into one or another of seven 
categories of depression recognized by the Ameri- 
can Psychiatric Association. But the differential 
diagnosis of depression had no bearing on the out- 
come of treatment, except of course in the case of 
schizophrenia and underlying psychoses, which 
were not prevalent in this study. 

Medication consisted of a 15 mg. tablet adminis- 
tered t.i1.d. or q.i.d. as required. After remission of 
symptoms and stabilization, the dosage was reduced 
to as low as 15 mg. per day. Optimal maintenance 
dosage was established on an individual basis. 

Phenothiazine derivatives were used to control 
agitation. In the early stages of treatment, rapid- 
acting, mood-elevating drugs such as amphetamines, 
as well as barbiturates to control insomnia were 
given. These adjunctive measures are neither in- 
compatible with phenelzine nor is there any recipro- 
cal potentiating effect. However, they serve to ex- 
tend the spectrum of usefulness of phenelzine since 
such drugs are often necessary for relief of un- 
toward symptoms and behavior at the onset of 
therapy. 

Results 

Judged by the criteria of social response, forty- 
one patients (82% ) experienced complete recovery 
from their depression. Fourteen of these patients 
had formerly been treated by electroshock ; in each 
case recovery following phenelzine therapy equaled 
that effected by electroshock. Two additional pa- 
tients showed excellent results with phenelzine 
after one had failed to respond to twenty electro- 
shock treatments and the other to thirty-two. 
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DEPRESSION: TREATMENT OF OFFICE PATIENTS WITH PHENELZINE 


Initial signs of improvement were obvious in the 
first ten days with maximum improvement occur- 
ring within the third week. Subjective responses 
were particularly gratifying since the majority of 
the patients were well aware of their illness because 
of its chronicity and recurring tendency. They had 
sought help earlier in an attempt as many said “to 
get back on my feet” or “to live again.” Elevation 
of mood and an increase in a feeling of well-being 
was felt by all. Improvement was also noticeable to 
others by the patients’ increased energy, outgoing 
nature of activity, more cheerful countenance and 
weight gain. Symptomatic flare-ups have not oc- 
curred in any patients. 


Side Effects 

No evidence of toxicity to the liver, blood or 
kidneys was noted as affirmed previously by other 
investigators.S1* In no case was it necessary to 
discontinue therapy. The following side reactions 
were observed but were successfully controlled by 
adjustment of dosage: 

Constipation... 

Postural hypotension 

Transient impotence ... 


Nausea 
Rash 


Also noted were transient atropine-like effects 
such as dryness of mouth and warmth throughout 


the body, which are common during the initial stage 
of treatment, but disappear within a week of con- 
tinued therapy. Weight gain was not listed as a side 
effect; in fact it was often a desirable result. No 
Parkinson-like syndromes were seen. 


Case Histories 

The following case histories are typical of those 
in this series: 

Case No. 1. When a sixty-two-year-old school- 
teacher first came to our attention, she complained 
of increasing fatigue as she neared the end of the 
school year. After a restless night she had great 
difficulty arising. She was despondent and ex- 
perienced crying spells each morning as she con- 
templated the day’s responsibilities. Nevertheless, 
the patient was anxious to complete the school year, 
her final one, in order to qualify for retirement bene- 
fits. She was given Nardil 15 mg. t.i.d. and Elixir 
of Dexamyl, the latter a recognized mood-lifter 
with rapid onset of action, but not associated with 
the usual amphetamine-type jitteriness. 

Within seven days the patient experienced a com- 
plete reversal of symptoms. She no longer lived in 
dread of her responsibilities. Her appetite had re- 
turned, she gained five pounds and was sleeping 
much better. She appeared about ten years younger. 
She is now on a maintenance dosage of one tablet 
15 mg. daily, having lost no time from work. The 
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adjunctive Elixir of Dexamyl was discontinued at 
the end of the third week. 


Case No.2. A thirty-eight-year-old woman, suf- 
fering postpartum depression, had been in an an- 
hedonic state for the past ten months when she 
came to our attention. She was unable to care for 
her baby and was hospitalized at a state institution, 
where she had undergone twenty-four electroshock 
treatments. Her improvement was slight and she 
was manifesting an increased dread of ECT and 
hospitalization. 

This patient was put on Nardil 15 mg. q.i.d. 
Within five days, her husband reported that she was 
more alert and communicative than she had been in 
months. After four weeks of therapy, this patient 
had complete remission of symptoms. She was able 
to take care of her baby for the first time in almost 
a year. She put on eleven pounds and looked well. 
Subjectively, she reported feeling better than ever. 
But she is still on maintenance dosage, one tablet 
15 mg. daily. 

Case No. 3. A fifty-six-year-old woman had 
experienced chronic depression for a period of six 
to eight months. She was unable to face up to family 
responsibilities, had crying spells, experienced in- 
somnia, loss of weight and appetite. Encouragement 
from her husband had no effect. 

She had been to several doctors who prescribed 
for her, but there was no symptomatic improve- 
ment. She was finally put on Nardil 15 mg. q.i.d. 
After the first week there appeared to be little clini- 
cal improvement. But at the end of the second week 
there was a dramatic change. Her facial expression 
was alert and cheerful and a change in general atti- 
tude for the better was noted. Her appetite and 
interest in things around her returned. Exactly 
twenty-eight days after treatment this patient 
stated, “I amas well as I have been in twenty years.” 
Her presenting complaints were gone. She resumed 
her domestic responsibilities and had gained twenty- 
one pounds. 


Discussion 

Phenelzine must not be confused with tranquiliz- 
ers since it neither tranquilizes nor is it a muscle 
relaxant. It alleviates the depressive state but does 
not act as a stimulant to the point of excitation or 
jitteriness. Its mode of action is rather corrective 
of an underlying physiologic derangement of brain 
function. In the normal patient with no depression 
excitatory sensation does not occur. Tranquilizers, 
on the other hand, act mainly at the hypothalamus 
or thalamus level, and have no influence on the 
underlying disorder of cerebral metabolism in 
depression. 

Improvement in general health, strength and 
well-being were manifest very early in the patient’s 


recovery period and it would appear that the mode 
continued on page 671 


his is Panalba 
erformance... 
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pneumonia 


The Upjohn Company 
Kalamazoo, Michigan 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia ... K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 
Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ail the organisms, 
including the resistant 
staph! This is Panalba. 
In your next pneumonia 
patient . . . in your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription : 
Dosage—1 or 2 capsules 
3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


analba’ 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first resort 
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Sew FIVE DAYS of hearings in July on H.R. 4700 
—the so-called Forand Bill which would amend 
the social security law with an additional tax on both 
employers and their workers to provide hospitaliza- 
tion and surgical benefits for all persons over the 
age of sixty-five who are covered under the system 
—resulted in an overwhelming body of material to 
discredit such a plan for a federal compulsory 
health tax plan. 

After the hearings even Mr. Forand was con- 
vinced that the House Committee would never 
approve the bill he introduced, and he is reported to 
have indicated that he was open to any alternative 
proposal that would work. Since Mr. Forand has 
cut himself off from his native state and is pretty 
much a Washingtonian in recent years (he main- 
tains no year-round office in Rhode Island and both 
telephones listed to his name in the local directory 
are “temporarily disconnected at the request of the 
subscriber” as soon as he is elected) it would ap- 
pear that he should give heed to the alternative 
proposal of his constituents in Rhode Island. 

By the end of 1958 the number of persons in 
Rhode Island with prepaid voluntary health insur- 
ance increased to a total of 706,000, representing 
83.1% of the state’s estimated current population. 
These figures are cited by the Health Insurance In- 
stitute based on its thirteenth annual survey of 
health insurance coverage programs of insurance 
companies, Blue Cross-Blue Shield and other 
health care plans. The number in Rhode Island 
reported to have surgical expense insurance at the 


MR. FORAND, THE AGED, AND POLITICS 


end of last year was 597,000, and those protected 
by regular medical expense insurance, which pro- 
vides for doctor visits for non-surgical care, in- 
creased to 556,000. 

With no age limit for either Blue Cross or Physi- 
cians Service membership in Rhode Island, ap- 
proximately 70% of the people who are over the 
age sixty-five have the hospitalization coverage, 
and 50% have Physicians Service which provides 
complete surgical payments for persons in lower 
income classifications ! 

But voluntary actions bespeak freedom of mind 
and freedom of spirit. People acting voluntarily to 
solve their problems, economic or otherwise, vote 
with complete freedom. Under a socialistic pro- 
gram where a paternal government controls the 
services, with politicians showering subsidies on 
certain groups for vote getting purposes, such free- 
doms are weakened and eventually destroyed. 

As was stated in the report of the federal De- 
partment of Health, Education and Welfare in its 
discussion of the Forand Bill — “The existence of 
a problem does not necessarily indicate that action 
by the federal government is desirable.” The rapid 
growth of progressively better voluntary health 
insurance plans (the new Plan B of Physicians 
Service, for example), the coverage of Rhode 
Islanders of all ages and the complete surgical in- 
demnity for those in lower income classifications 
in Rhode Island, and the outstanding public assist- 
ance programs developed in this State offer a con- 
structive approach under the normal incentive of a 
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EDITORIALS 


free society that guarantees far better medical care 
than that which would evolve from government 
compulsion and regimentation. 

In our opinion the entire health care movement 
would get its greatest boost from a Congress that 
would take effective steps to halt the inflation of 
the people’s money. Inflation, as President Eisen- 
hower stated this summer, in speaking of problems 
of the aged, is a “robber and a thief that takes the 
bread out of their mouths, the clothes off their 
backs, and it limits their access to the medical care 
and facilities they need.” 

Asa veteran politician Mr. Forand is well versed 
in the “tricks of the trade.”” Thus, he indicates that 
his proposed bill is the best answer to the problem 
of providing the costs of health care for the over 
age sixty-five person, but he indicates that he is 
open to any alternative proposal. The alternative, 
of course, has to be a compulsory legislative tax 
plan comparable to his own, for he knows well that 
the voluntary health insurance movement cannot 
compete on even terms with a federal tax imposed 
“give-away plan” that is baited to attract public 
support. 

Likewise, Mr. Forand, to our knowledge, has yet 
to answer publicly any of the valid criticisms of his 
legislation. At the hearings on his proposal he tried 
to divert the discussion of testimony by officials of 
the American Medical Association on two irrele- 
vant issues, a tactic that resulted in objections by 
his own colleagues on the committee. 

In his solicitude for the aged we have yet to hear 
an explanation from Mr. Forand why he has no 
concern for the estimated six million over age sixty- 
five persons who are not eligible for any social 
security benefits. Don’t they get sick, too, and need 
hospitalization care? Blue Cross and Physicians 
Service are taking care of them in Rhode Island 
whether they have social security credits or not. 

Or is Mr. Forand, the politician, holding out on 
his constituents ? He is reported as saying “Some 
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have criticized this bill because its provisions are 
modest. They have been deliberately limited to 
facilitate enactment of this much-needed measure. 
... 1 feel we’ve got to creep before we can walk.” 
Modest provisions? What then is the long-range 
goal ahead for the American people as Mr. Forand 
and his advisers plan it? A steady “walk” toward 
all-out socialism under a labor-controlled political 
party? 

Why does Mr. Forand underestimate the cost? 
He knows well that a government program nor- 
mally follows the pattern of underestimating the 
cost (as the Medicare program) and then the gov- 
ernment over-commits itself in extending the serv- 
ice and has to pass the additional expense back to 
the public in increased taxes. Is this the way Mr. 
Forand wants to halt inflation ? 

What is Mr. Forand’s conception of freedom of 
the individual? He makes much of the protection 
of free choice in his proposed legislation, but what 
kind of a free choice is that which does not allow 
the individual to say whether he wants this com- 
pulsory health insurance, or whether he wants to 
have his taxes increased to pay for it rather than to 
purchase protection through voluntary competitive 
programs? What kind of a free choice is it that 
limits the selection of doctor, hospital or nursing 
home ? 

No government program is justified until the 
voluntary plans have been found inadequate for 
the majority of citizens. Rhode Island has proved 
that the major costs of health care can be secured 
through insurance protections developed by a free 
society. 

Mr. Forand would do well to urge other states to 
follow our example, rather than to impose an addi- 
tional five million dollar tax increase on Rhode 
Island workers and employers to support a federal 
program that would dole back a pittance to this state 
and at the same time destroy our already effective 
voluntary health insurance program. 


Mr. Speaker, it is a foregone 


M* COLLIER. 

conclusion that Congress will next year 
wrestle with a bill to provide medical benefits under 
the social security program. Bringing a bill of this 
nature before the House of Representatives during 


THE COST OF SOCIALIZED MEDICINE 


Extension of Remarks of HON. HAROLD R. COLLIER, of Illinois, 


in the House of Representatives, Wednesday, August 12, 1959 


a national election year has rather positive political 
implications, which only the most naive candidate 
for public office can deny. 

At any rate, I submit herewith an editorial from 


the Chicago Tribune entitled “The Cost of Free 
concluded on next page 
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Medicine” which affords considerable food for 
thought, particularly for Members of Congress who 
might be inclined to view the issue in the light of the 
elections of November 1960, rather than the cold 
reality of the experience Great Britain has faced 
since the inception of its Government-sponsored 
medical program : 


The Cost of Free Medicine 

The latest tab for socialized medicine in Britain 
shows that taxes intended specifically to cover the 
national health service bill defrayed only 24 per cent 
of the cost. The remaining 76 per cent must be met 
by general taxes collected by the Government. 

In the 10 years since socialized medicine was in- 
augurated, costs have risen by one-third, and in the 
last year hit a record of $134 billion. 

We hope that these facts will not be lost upon 
Congress, where a Democratic group led by Repre- 
sentative Forand, of Rhode Island, is pushing for an 
extension of social security so that medical care and 
hospitalization would be provided by the Govern- 
ment to elderly people drawing benefit checks. That 
this would be another step toward socializing medi- 
cine is obvious enough. That it would also embody a 
cost which eventually would be staggering should 
be equally plain, although the conclusion is disputed 
by Forand and those of like mind. 

The British experience demonstrates that the ini- 
tial estimate of cost was far too low, and that the 
taxes to cover the supposedly free service were 
correspondingly inadequate. But, once the taxes 
were fixed, the prospective beneficiaries had a 
vested interest in keeping the price cheap on what 
they expected to get. Inevitably deficits accumulated 
and were passed on to the treasury. 

Representative Forand contends that the addi- 
tional charge for his socialized medicine would be 
“only” an additional one-quarter of 1 per cent added 
to present social security taxes falling both on em- 
ployer and employee. Those who oppose this depar- 
ture say that it would either break the social security 
fund or lead to increases in the tax which would 
soon be insupportable. 

The steadily rising membership in voluntary 
medical insurance plans suggests that the Forand 
bill is primarily another scheme to corral the votes 
of a growing segment of the population. We trust 
that both Congress and the public will consider it in 
that light and will have the honesty to recognize that 
only fools expect something for nothing. 

Reprinted from the CONGRESSIONAL RECORD, 

September 3, 1959 


Errata: The caption in the September Journal listed the 
name as Albert Henry Miller under his photo. The correct 
caption is Albert Hersey Miller, M.D. 
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THE YELLOW FEVER AND MOSES BROWN 


SEEBERT J. GOLDOWSKY, M.D. 


The Author. Scebert J. Goldowsky, M.D., of Provi- 
dence, Rhode Island. Surgeon, Miriam Hospital; As- 
sistant Surgeon, Rhode Island Hospital. 


‘i ine VERSATILE Moses Brown, successful Quaker 
merchant, and one oi the four famous Brown 
brothers of Providence, although not a physician, 
was much interested in medical matters. Among his 
voluminous papers in the collections of The Rhode 
Island Historical Society are copious notes concern- 
ing observations on cancer and yellow fever. He is 
known to have carried on a wide correspondence on 
the subject of yellow fever, and he devoted himself 
diligently to investigating its etiology and epidemi- 
ology.! It was the cause of much suffering and loss 
of life in seaboard communities during the eigh- 
teenth and nineteenth centuries. Local historians, 
however, were not previously aware that one of his 
contributions had been published in the medical 
literature. The discovery of this essay, as is so often 
the case, was accidental. 

Doctor Benjamin Bowen Carter, a graduate of 
Brown University in the class of 1786, classmate 
and brother-in-law of the second Nicholas Brown, 
was ship surgeon on the Ann and Hope, built in 
1798 for Brown and Ives for the China trade. In his 
later years, while engaged in the practice of medi- 
cine in New York, Carter seems to have had the 
idea, although never carried out, of writing a history 
of Rhode Island. In preparation for this never com- 
pleted work he had set down a number of questions 
for further investigation. Among these was the fol- 
lowing concerning yellow fever :* 

The yellow fever, was it imported or of domes- 
tic origin—in Providence—contagious or not. 
Pardon Bowen has written an article, in the 
Medical Repository of New York [an incorrect 
reference] in which he endeavors to prove that it 
was imported. This essay seems to be a defense 
of Jos. Nightingale, John Innes Clarke, and 
Ephraim Bowen for keeping hogs & other nuis- 
ances in the lower part of town rather than a 
candidate investigation of the subject. [Bowen 
made the following astute observation, although 
its full significance he could not know: “Laying 
aside every other consideration, there is one 
strong fact that proves the yellow fever totally 


different in its nature from our country fevers. 
... It is, that frost destroys the yellow fever root 
and branch, on its first approach.” ]* 4 
A by-product of the search for his paper was the 
finding of three®-®* others relating to early studies 
on yellow fever in Rhode Island, including that of 
Moses Brown: 
Brief Remarks on the Origin of the Yellow Fever in 
some Parts of the State of Rhode-Island, drawn up by 
Moses Brown, Esq. of Providence. 

There are some reasons to apprehend that the 
Bristol fever of 1797, though confidently said, by 
some, to have been imported, was generated 
there ; or, if brought in the ship Washington, was 
generated on board. I have taken some pains to 
investigate it, have examined the log-book and 
journal, and conversed with the keeper, a re- 
spectable young man on board during the voyage. 
The ship Washington, William Snell, master, 
sailed from Bristol to Savannah, in Georgia ; 
from thence she sailed, on the 19th of 7th month 
(July), for New-York, where she arrived on the 
9th of 8th month (August), after 21 days pas- 
sage, with a cargo of rice and tobacco. She was 
visited by Dr. Bayley, the Health-Officer ; sailed 
on the 13th day for Bristol, and arrived on the 
15th ; had been so leaky during her passage from 
Georgia as to require 200 strokes of the pump 
every hour to free her. The crew say the yellow 
fever was not, as they heard of, there during the 
time of the ship lying at Savannah. The captain 
and mate took the fever and ague before they 
came out, and brought it home with them. A 
young man who ran away from a New-York ship 
(the Elizabeth), which had no person sick on 
board, took refuge in the Washington, and she 
being in want of hands encouraged him to stay. 
He was secreted in one of her state-room lockers 
a number of hours, and came out, sweating pro- 
fusely, in the evening: he took cold by lying on 
deck the night he began to complain, and died the 
5th of 8th month (August) seventeen days after 
sailing. Another of the hands was sick when they 
got to New-York, and was taken to the Hospital, 

by the advice of Dr. Bayley, as having erysipelas. 
He died about thirteen days after. Another was 
taken, labouring in the hold, on the 13th, in un- 


loading at Hellgate. He came to Warren, and died 
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in his father’s family on the 20th. Another young 
man (Bradford) was taken ill, labouring in Bris- 
tol harbour to get the ship off the ground, and 
lay sick at his father’s house, a mile out of town, 
but recovered. None of these two families, nor 
any other person, took the fever ; nor was it com- 
municated from the washing of the clothes of any 
of the people who came home. Hence it would 
seem, if these had the yellow fever, it was not 
contagious, either from them or their clothes. It 
was said to have been taken from some light sails 
which the sail-maker took from the vessel. The 
crew say these sails were daily hoisted, were wet 
and dried again, after the ship left New-York. 
It seems unlikely that these sails (never, as they 
say, lain on by the sick) should communicate the 
disease, while the very clothes and bodies of the 
sick who came home in her did not, though at- 
tended by all their friends, without fear or sus- 
picion of contagion. It was also suggested that 
the ship’s bilge-water gave the neighbours the 
fever ; but her leaking must have prevented much 
collection of filth ; and those who saw her pumped 
told me the water was white, like sea-water, she 
leaked so much: and though the subject is too 
lengthy for discussion here, I add, there are some 
of the most judicious people in that town con- 
sider the fever (of which eighteen died and one 
recovered) to have originated in Bristol, while 
others say it was imported in the ship above- 
mentioned: so nothing can be absolutely deter- 
mined by the opinions there, further than as to its 
contagiousness, if those I mention had it, whose 
families had it not. 

Of the first nine who died in Bristol, there were 
none communicated it to any others ; but the per- 
son who recovered is said to have given it to a 
native, or very long resident black woman, who 
watched with him. She, however, had it, and died ; 
by which many considered it to have been con- 
tagious: yet she might have taken it from the 
same source as others there did; for the next 
woman who had it, and who died on the Ist of 
10th month (October), is said to have been 
no where to take it. Many were on board this ship 
at Bristol, and unloaded her, but have not had the 
yellow fever. Two that worked on board have 
had a bilious fever similar to that of the young 
man, my informant, and recovered, though only 
one out of eighteen who had the yellow fever in 
town survived ; by which it appears that the fever 
taken by fatigue on board was much more favour- 
able than that of the people in town, who could 
give no account how or where they got it, which 
shews a bad state of the air, and is thus accounted 
for :—They raise large quantities of vegetable 
roots, as onions, beets, parsnips, &c. and collect 

large heaps of manure. In that year, near where 
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the fever commenced, there was a large and very 
offensive pile of putrid fish and other matters 
heaped up to rot for manure; and an offensive 
old distillery, that had not been wrought for a 
number of years, at the same wharf where the 
ship lay; from whence, it is probable, the smell 
proceeded that was attributed to the bilge- 
water, which, as the ship, though light, leaked 
much, could not smell so offensively. 

The mortality in this town, for the years 1795, 
1796, and 1797, ought to excite the inhabitants to 
more attention in investigating the cause, and, if 
possible, to remove it : for its natural situation one 
would suppose to be as healthy as that of any town 
in the State. 

I find, by a list of individuals, kept by a person 
of observation there, Daniel Bradford, Esq. 
whose son was my informant before mentioned, 
and whose journal I examined at his father’s 
house, that forty-eight persons died in 1795, 
sixty-three in 1796 ; and from the 7th of 1st month 
(January ) to the 27th of 10th month (October), 
inclusive, being only nine months and twenty 
days, fifty-five persons died there, of whom ten 
were males, from thirteen to seventy-three years 
of age, and eight females, from thirteen to forty- 
seven, in the year 1797. This year, 1798, I believe 
it has been healthy there as well as at Providence. 

[Further extracts from Mr. Brown’s account of 
the Yellow Fever will appear in some of our fu- 
ture numbers. |* 


*A search of subsequent issues failed to reveal any further 


contributions by Moses Brown. 
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LEGAL STATUS OF ARTIFICIAL INSEMINATION 


An Opinion by Legal Counsel of the Society 


EDWARDS AND ANGELL 


HERE IS NO statutory or case law on the subject 

in this state. Artificial insemination is so new 
that it has not acquired any settled legal status. We 
have been able to find only four or five cases in other 
jurisdictions involving artificial insemination and 
not one of these cases was decided in a court of last 
resort. Therefore, at this time, it is only possible to 
suggest some of the consequences which may follow 
when a child is born by virtue of artificial insemina- 
tion. These consequences may be criminal or civil 
and will depend on whether artificial insemination 
is accomplished with the husband’s sperm (AIH) 
or with the sperm of a third party donor (AID). 
Our conclusions are summarized at the end of each 
discussion. 

Possible Criminal Consequences 

Adultery. In the case of AID there is a split of 
authority on whether the crime of adultery has been 
committed. Whether the crime has been committed 
depends on whether normal sexual intercourse is a 
necessary element of the crime. The Rhode Island 
statute on adultery (R.I. General Laws, 1956, Sec. 
11-6-2) does not define the word and there has been 
no Rhode Island case on the subject. The popular 
American view is that sexual intercourse is a neces- 
sary element of the crime, so the Rhode Island Court 
might follow this view. However, a few courts have 
held that sexual intercourse is not necessary and 
adultery results from artificial insemination where 
a donor's sperm is used. When this view is accepted, 
the husband’s consent to the insemination is im- 
material since consent to a crime is ineffective. If 
the crime of adultery has been committed, then the 
wife is guilty of adultery, and the doctor, nurse, 
and donor as well may be guilty as accessories. 

The text authorities seem to indicate that in the 
case of AIH the crime of adultery has not been 
committed. 

Fornication. The crime of fornication is not 
defined by the Rhode Island statute (R.I. General 
Laws, 1956, Sec. 11-6-3). However, it is generally 
agreed that sexual intercourse is a necessary element 
of this crime and therefore neither AID nor AIH 
would result in the commission of this crime. 

Forgery. Falsely making or procuring to falsely 
make public records is a crime (R.I. General Laws, 
1956, Sec. 11-17-1). Also the giving of false in- 
formation to the Registrar of Vital Statistics is a 


crime. (R.I. General Laws, 1956, Sec. 11-18-2). 
Therefore, if a child is born as a result of AID and 
the name of the husband is placed on the birth cer- 
tificate as the father, a crime has been committed. 
The husband, the wife and the doctor may all be 
guilty of this crime. 

Accessory. Any person who aids, assists, abets, 
counsels or procures another to commit a crime is 
held responsible for the crime committed as an ac- 
cessory (R.I. General Laws, 1956, Sec. 11-1-3). 
Therefore, if any of the above crimes have been 
committed in the case of AID or ATH, the doctor, 
nurse, husband or donor could be prosecuted as 
accessories. 


Conclusion 
From the above discussions, several crimes can, 
in our opinion, be a by-product of artificial in- 
semination, at least, in the instance of AID. Since 
the law is not settled in this state, all parties involved 
are risking criminal prosecution if the fact of arti- 
ficial insemination is established. 


Possible Civil Consequences 

Tllegitimacy. In the case of AIH, the authorities 
are in agreement that the child would not be illegiti- 
mate since he or she would be born in lawful wed- 
lock by virtue of the sperm of the husband. How- 
ever, in the case of AID, the authorities are likewise 
in substantial agreement that the child would be 
illegitimate. 

Several consequences, of course, follow if a child 
is illegitimate. Unless specifically named in the 
will, the child could not inherit from the hus- 
band, would not be entitled to support from the 
husband and in the event of a divorce or separation, 
the husband would not be entitled to custody as 
opposed to the wife who is the natural parent. In 
short, the child could not be considered as the lawful 
child of the husband for any purpose. The only way 
out of this dilemma appears to be to have the hus- 
band legally adopt the child, but, of course, that 
would bring the artificial insemination to light. The 
donor would be the natural parent of the child but 
as to him the child would still be illegitimate and 
would have no rights. 

Negligence and malpractice. Inthe case of AIH, 
the possibility that the doctor would be charged 


with malpractice or negligence is not serious. How- 
continued on page 670 
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LEGAL STATUS OF ARTIFICIAL INSEMINATION 

continued from page 668 
ever, in the case of AID, if the child is born de- 
formed or mentally retarded, the doctor would, in 
our opinion, be subjecting himself to the possibility 
of a malpractice suit. The husband and wife may 
well contend that the doctor did not use sufficient 
care in choosing the donor or administering the 
insemination. 

Divorce. Adultery is a ground for divorce in 
Rhode Island so that to the extent that AID is 
deemed to be adultery, a ground for divorce has 
accrued upon the insemination. It is probable that 
even though the crime of adultery has not been com- 
mitted, the courts would consider AID sufficient 
proof of adultery for purposes of divorce on the 
petition of the husband. However, if the husband 
lives with his wife after knowing of the insemina- 
tion, this would constitute condonation by the hus- 
band and would serve as a defense in a divorce 
action. 

Criminal Conversation. This is the civil remedy 
for a husband or wife when the other spouse has 
committed adultery. Again, if artificial insemination 
is regarded as adultery, the donor or doctor may be 
liable in a civil suit for criminal conversation. How- 
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ever, if the husband has consented to artificial in- 
semination, it is likely that a court would hold that 
he was estopped and could not bring an action. 


CONCLUSION 

This enumeration of possible civil consequences 
does not purport to be all inclusive. However, thie 
consequences enumerated are sufficient to indicate 
that artificial insemination creates grave legal prol- 
lems. Very few of the problems have been answered 
and therefore artificial insemination by the use of 
the husband’s sperm or a donor’s sperm is a calcu- 
lated risk. No legislation has been enacted in this 
field. Legislation is probably the only way to settle 
the status of artificial insemination at this time since 
it will take many years before there are enough court 
decisions in this area from which concrete rules can 
be derived. 

Some of the text authorities which discuss the 
legal problems of artificial insemination are : 


Recent Decisions, 43 Georgetown L. J. 517 
(1955) ; 

Gittinger, Artificial Insemination: Its Place in 
Washington Law, 32 Wash. L. Rev. 280 (1957) ; 
Comment, Legal Problems of Artificial Insemi- 


nation, 39 Marquette L. Rev. 146 (1955) ; 
concluded on page 681 
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DEPRESSION: TREATMENT OF OFFICE 
PATIENTS WITH PHENELZINE 
continued from page 657 

of action is quite different than that of a CNS stimu- 
lation. The latter type of drug occasionally provides 
a transient stimulation in mild to severe depressions, 
but has no basic effect on the underlying disorder of 
cerebral metabolic function. Phenelzine is not 
purely stimulating in character, but actually encour- 
ages cerebral metabolism and physiological changes 
in the brain not associated with CNS stimulants, 
amphetamines or tranquilizers. , 

Of special interest in this group of fifty patients 
were fourteen who had previously received electro- 
shock therapy with good results. However, with the 
recurrence of their symptoms of depression, they 
manifested increased apprehension of undergoing 
further electroshock therapy. They were most re- 
ceptive to drug therapy, in this case, phenelzine. 
On the basis of this limited but striking body of 
experiences with phenelzine, I am inclined to sub- 
scribe to the view of Sainz that this drug “bids fair 

~ to reduce or supplant the use of electroshock.’’* 

With phenelzine therapy recovery from the de- 
pressive symptoms is maintained over prolonged 
periods. As was evident in case after case, the de- 
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pression itself was corrected and the patients were 
restored to their former self. Once more they be- 
came able to accept the challenges of life. Phenelzine 
seems to be especially useful in non-hospitalized, 
ambulatory patients with symptoms of depression. 
Increasing the dosage does not appear to shorten the 
latent period of about seven days. 


SUMMARY AND CONCLUSION 

Depression is defined symptomatically as a state 
of sadness, apathy, inertia, self-reproach, psycho- 
motor inhibition, insomnia, guilt feelings, and loss 
of weight and appetite. Of a group of fifty ambula- 
tory office patients who were treated with phenel- 
zine, 41 (82%) experienced complete recovery 
from depression. Included in this improved group 
were fourteen patients who previously had been 
treated successfully with electroshock and two in 
whom it had been unsuccessful. Phenelzine ap- 
peared equally as effective as electroshock in the 
treatment of depression. 
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THE STATE’S REHABILITATION PROGRAM FOR 
CHRONIC ILLNESS AND DISABILITY 


GEORGE F. Moorg, Jr. 


The Author. George F. Moore, Jr., of Providence, 
Rhode Island. Chief, Rhode Island Division of Voca- 
tional Rehabilitation. 


| aig THE PAST few years a relatively small 
state agency, in existence since 1921, has ex- 
panded to assume a major role in the community’s 
efforts to deal with the mounting numbers of chroni- 
cally ill and disabled persons. The Rhode Island 
Division of Vocational Rehabilitation, a unit of the 
State Department of Education, is presently 
staffed, financed and generally organized to provide 
complete restorative services to all whose impair- 
ments are such that they are handicapped in mak- 
ing a suitable adjustment to work. “Work” includes 
employment in the competitive labor market ; prac- 
tice of a profession; self-employment, homemak- 
ing, farm, and sheltered employment and home- 
bound work. 


The restorative services which the Division of 
Vocational Rehabilitation provides are: 


1. A general medical examination in each case to 
determine the extent of disability, to discover 
possible hidden or “secondary” disabilities and 
to determine work capacity. Examinations by 
specialists are often necessary. The individual 
has choice of his own physician and the physi- 
cian’s fee is paid by the division. 

. Individual counseling and guidance in every 
case to help the disabled person plan the right 
job objective. Vocational diagnosis often in- 
cludes psychological and aptitude testing. 

3. Medical, surgical, psychiatric, and hospital 
care as needed to remove or reduce the dis- 
ability. Choice and preference of the person 
for his physician and continuity of care are 
allowed. Fee schedules are in effect which 
approximate Plan A of Physicians’ Service. 
Hospitals are paid on a state-approved per 
diem rate. 

4. Artificial appliances, such as limbs, braces, 
hearing aids, eyeglasses and the like, which 
are needed by the person for employment or 
by a housewife for caring for children and 
home. 
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. Training in schools or colleges, by tutor, by 
on-the-job training, by correspondence 
courses, or by other facilities to enable the 
individual to do the right job well. 

6. Maintenance and transportation, if necessary, 
while the disabled person is undergoing treat- 
ment and training. 

. Occupational tools, equipment, and licenses. 

. Placement on the right job. 

. Follow-up after placement to make sure that 
the rehabilitated worker and his employer are 
satisfied. 

Among the chronic conditions considered selec- 
tively by the agency to be within the scope of re- 
habilitation are arthritis, cerebral palsy, epilepsy, 
birth defects, hemiplegia, cardiovascular disease, 
mental illness, tuberculosis, glaucoma and other 
eye conditions, hearing defects, speech and dental 
defects, amputations, ununited fractures, osteo- 
myelitis and poliomyelitis. Chronically ill and dis- 
abled persons who have been accepted for service 
may be given all of the services they need, including 
those that eliminate or ameliorate handicapping 
conditions. In some cases the only service needed 
may be physical restoration in addition to counsel- 
ing in relation to vocational adjustment. 

The Division of Vocational Rehabilitation’s pro- 
gram does not have the responsibility for furnish- 
ing all kinds of medical services for all kinds of 
conditions; its responsibilities are limited to the 
treatment of conditions which have resulted in a 
substantial handicap to working and which directly 
affect the employability of its clients. 

The division retains a physician, on a part-time 
basis, who gives medical consultation to staff mem- 
bers for each case in which physical restoration 
services are considered or provided. 

Requirements for furnishing physical restora- 
tion, in addition to the basic eligibility conditions for 
Vocational Rehabilitation, are, (1) The clinical status 
of the individual’s disabling condition must be stable 
or slowly progressive ; (2) The physical restoration 
services may be expected to eliminate or substan- 
tially reduce the handicapping condition within a 
reasonable period of time; and, (3) The individual 
must be found to be in need of financial assistance 


in meeting the costs of services. Medical indigency 
continued on page 676 
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STATE’S REHABILITATION PROGRAM FOR 
CHRONIC ILLNESS AND DISABILITY 
continued from page 674 

is determined in each case as most patients the 
division serves have marginal or submarginal in- 
comes ; Vocational Rehabilitation is not a “welfare” 
program. 

WV orking closely with Social Service departments 
of Rhode Island’s hospitals the agency co-ordinates 
and expedites rehabilitation services to chronic 
disease patients. Full-time Vocational Rehabilitation 
counselors are assigned to Our Lady of Fatima 
Hospital, Rhode Island Hospital, and Butler Health 
Center. Part-time affiliations of counselors are in 
effect in all of the hospitals throughout the state. 

Many physicians, aware of the program’s help 
for patients of theirs unable to pay for the restora- 
tive services they need, refer directly to the division 
which is located in the Roger Williams Building, 
Hayes Street, Providence. As examples of this kind 
of association and the resultant benefits to patients 
the following case histories are presented : 

A forty-five-year-old mother of three children 


was referred to the Division of Vocational Re-‘ 


habilitation by her physician, a cardiac specialist 
and surgeon. The patient had both mitral and aortic 
stenosis and insufficiency showed marked dyspnea 
on exertion, had a chronic cough and frequent dizzy 
spells. Because of her condition, she was unable to 
do any of her household duties and was bed bound 
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when interviewed by the rehabilitation counselor. 
The counselor determined that the woman's hus- 
band, a mechanic, was not financially able to under- 
write the costs of the needed surgery and _ hos- 
pitalization. 

The patient was extremely apprehensive realiz- 
ing the risk involved in aortic surgery. The coun- 
selor working with the doctor visited her a number 
of times and while he did not minimize the surgical 
risk he was able, through supportive counseling, to 
help the patient better to accept the necessity of it. 
Asa result, she entered the hospital more adequately 
prepared for the surgery. 

The operation, employing the open heart tech- 
nique, was performed on May 7, 1959. Both aortic 
stenosis and mitral stenosis were corrected at the 
same time. It is interesting to note her physician 
said after the surgery, “this is perhaps the most 
extensive open heart surgery for acquired valvular 
disease ever performed on one patient on one occa- 
sion.” The Division of Vocational Rehabilitation 
underwrote cost of all expenses over and above 
Blue Cross and Physicians Service coverage in- 
cluding special nurses needed following surgery. 

Another, an in-patient of a local hospital, a sixty- 
one-year-old widow, was referred by her physician 
to the Division of Vocational Rehabilitation. Her 
hospitalization was the result of an accident in her 
home in which she sustained a malleolar fracture of 
the right ankle and fracture of the left patella. Prior 
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to this mishap, she had been gainfully employed for 
over six years as a carder and wrapper in a jewelry 
firm. 

This woman was the type of individual who took 
great pride in being independent and managing her 
life so that she would not be a financial burden on 
her married children. In 1956, her husband died of 
cancer and his extended illness drained the couple 
of whatever savings they had managed to put aside. 
After his death she frugally, but comfortably main- 
tained herself in her own home on a very marginal 
income. 

At the time she was referred for rehabilitation 
she was physically unable to work and emotionally 
distraught because of her altered circumstances. 

Upon her discharge from the hospital, the divi- 
sion’s counselor arranged an intensive program of 
physio, occupational and supportive therapy for a 
period of two months at the Rehabilitation Clinic in 
Our Lady of Fatima Hospital. 

Although the woman was very fearful that she 
would have great difficulty walking again and also 
faced the prospect of climbing stairs as well as cross- 
ing streets if she returned to work, she entered into — 
her rehabilitation program with the guidance and | 
assistance of the counselor and in two months she 
was discharged and was able to return to former 
occupation. 
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The Division of Vocational Rehabilitation, in 
addition to its program for the restoration of the 
disabled to work, is responsible for the administra- 
tion of the disability benefits program as it affects 
Rhode Island workers. Under the 1954 and 1956 
amendments of the Old-Age and Survivors Insur- 
ance Act (Social Security), the State of Rhode 
Island entered into an agreement with the Federal 
Bureau of Old-Age and Survivors Insurance to 
adjudicate claims of disability for persons who 
apply for such benefits. These include : 

1. Disabled workers, fifty years of age or older, 
who apply for monthly Social Security dis- 
ability payments. 

. Disabled workers who are not yet fifty years 
of age who apply to protect their rights to 
future benefits for themselves and their fami- 
lies by applving to have their Social Security 
records frozen. 

. Disabled children of deceased insured workers 
and those of retired insured workers who ap- 
ply for benefits, if they are eighteen or older 
and have been disabled since before their 
eighteenth birthdays. 


The applicant is required to obtain, at his own 
expense, medical evidence showing the extent of 
his disability. 

4 concluded on page 691 
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New England Postgraduate Assembly — 
November 3-4-5 

The Seventeenth Annual New England Post- 
graduate Assembly, a three-day program of post- 
graduate medical courses for practicing physicians, 
will be held at the Statler-Hilton in Boston, Massa- 
chusetts, November 3, 4 and 5, under the auspices 
of the six New England state medical societies and 
chapters of the American Academy of General 
Practice. 


representing the Massachusetts Medical Society, 
is chairman. 

In addition to morning clinics at Boston hospitals, 
the program will include lectures, panel discussions, 
clinicopathological conferences, luncheon symposia, 
medical films and scientific and technical exhibits. 

A special program for wives of attending physi- 
cians has been arranged. 


Health Insurance Benefits 
Show Continuous Improvement 

Benefit provisions in health insurance policies 
covering hospital and surgical care have been im- 
proved steadily throughout the 1950’s, the Health 
Insurance Institute reported recently. 

In 1951, a survey of some 101 insurance com- 
panies showed that the top daily hospital allowance 
offered by 89% of these companies averaged $8 or 
less, the Institute said. At that time, only 5% of the 
total number of companies surveyed offered a policy 
paying $10 a day or more. 

Three years later, with the added experience 
which insurance companies gained with this form 
of health insurance protection, the situation had 
changed. In 1954, a survey of 186 insurance com- 
panies disclosed that 72% offered policies with hos- 
pital benefits of $15 a day or more. Some 11% 
offered policies at $20 a day and 4% offered $25 
daily or more. Only three of the companies sur- 
veyed that year had a maximum daily hospital 
benefit of $8. 

The trend toward more adequate daily hospital 
benefits had continued, the Institute found. 


Doctor Joseph R. Frothingham, of New Bedford, 


A recent review of 188 insurance companies in- 
dicated that 93% offer maximum daily hospital 
benefits of $15 or more. This same analysis, re- 
ported the Institute, showed that 32% of the sur- 
veyed companies offer $20 a day or more, and 17% 
of the companies offer upwards of $25 a day. In 
addition, at least three companies have policies with 
hospital benefits of $30 a day or more. 

The maximum duration of stay in the hospital 
also has been extended, the Institute stated. 

The broadening of benefits in available health in- 
surance policies also holds true for surgical expense 
coverage, said the Institute. Among 183 companies 
surveyed in 1954, some 16% offer maximum surgi- 
cal benefits of $300 or more. Currently, of 188 com- 
panies analyzed, 72% offer a surgical maximum of 
$300 or more. 


Cerebral Palsy Related to Birth 
Pregnancy Complications 

Complications of birth and pregnancy play major 
roles in the onset of cerebral palsy, a disease which 
afflicts over half a million Americans. Evidence 
pointing to this close association between birth and 
pregnancy problems and cerebral palsy is presented 
in a recent issue of PATTERNS OF DISEASE, prepared 
by Parke, Davis & Company for the medical pro- 
fession. 

In seven out of every ten persons with the dis- 
ease, brain damage occurs either before, during or 
just after birth, the publication states. 

What causes the brain damage? Possible factors 
cited are severe infections, oxygen deficiency and 
vascular injuries suffered during birth. Moreover, 
cerebral palsy occurs more frequently in twins and 
other multiple-birth babies than in the general 
population. 


A.M.A. to Hold 13th Clinical Meeting in Dallas 
The American Medical Association's 13th clini- 
cal meeting December 1-4 in Dallas, Texas, will 
draw some 3,500 physicians, mainly from the south- 
ern and southwestern states. 
Planned in co-operation with Dallas physicians, 
the meeting is designed to help the family physician 
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meet his daily practice problems. 

Among the subjects to be discussed on the scien- 
tific program are soft tissue injury; whiplash in- 
juries of the neck; diabetes; heart murmurs in 
children ; new laboratory procedures ; new resusci- 
tation techniques ; premarital and marital counsel- 
ing, and the problem child. 

The scientific program, including lectures, sym- 
posiums, medical motion pictures, color television, 
and nearly 100 scientific exhibits, will be held in 
Dallas Memorial Auditorium. Industrial exhibits 
will number 251. 


OCTOBER, 


VA to Aid Research on Multiple Sclerosis 

Information to aid research on multiple sclerosis 
and other diseases will be provided by a new Vet- 
erans Administration research division in Washing- 
ton, D. C. The new geographic epidemiology divi- 
sion, just established in the Research Service of the 
VA Department of Medicine and Surgery, will use 
data-reporting systems of the agency’s 170 hospitals 
to compile information on geographical and occu- 
pational distribution of little-understood diseases. 

The VA projects will be unique in that nowhere 
else are available the extensive medical records of 
the sort needed for such research on a major scale. 

The division is expected to furnish much valuable 
information not otherwise available, since the VA’s 
hospitals can supply data in volume, on a nationwide 
basis, and in a standard way. 
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Claflin Company Established in New Quarters 
The Claflin Company, one of the state’s oldest 
surgical, medical and hospital supply houses, has 
moved from Mathewson Street to a new location at 
One Acorn Street — site of the former Nicholson 
File building. The new location affords ample park- 


ing for the convenience of physicians. 


LEGAL STATUS OF ARTIFICIAL INSEMINATION 
concluded from page 670 

Johnston, Natural Law and Artificial Insemina- 
tion, 5 Catholic U. L. Rev. 189 (1955) ; 
Decisions, Family Law: Legitimacy of Child 
Conceived by Artificial Insemination, 30 N. Y. 
U.L. Rev. 1016 (1955) ; 
Notes and Legislation, Legal and Social Impli- 
cations of Artificial Insemination, 34 Iowa L. 
Rev. 658 (1949) ; 
Holloway, Artificial Insemination: An Examina- 
tion of the Legal Aspects, 43 A.B. A. Jour. 1089 
(1957). 
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THE WASHINGTON SCENE 


THE WASHINGTON SCENE 


(A Summary Prepared by the Washington Office 
of the American Medical Association) 


" Pipe THIS YEAR failed to take final action on 
any legislation of major interest to the medical 
profession except for the annual appropriation for 
medical research. 

However, work was started on three measures of 
particular concern to physicians —the Forand, 
Keogh-Simpson and international health research 
bills. Showdown votes on them are probable next 
year. If there are not votes next year, they will die 
and must be reintroduced in 1961 if they are to be 
considered further by Congress. 

The House Ways and Means Committee held 
hearings on the Forand bill, but deferred showdown 
voting on it until next year. The legislation—which 
is vigorously opposed by the medical profession, 
other groups on the health team and the Eisenhower 
Administration — would provide hospital, surgical 
and nursing home care for federal Social Security 
beneficiaries. Social Security taxes would be raised 
to help finance the expensive program. 

The Keogh-Simpson bill, after being approved 
by the House, was left hanging in the Senate 
Finance Committee. The Senate committee held 
two sets of hearings. It could vote early next year 
on the legislation which would grant income tax 
deferrals to physicians and other self-employed 
persons as an incentive to invest in private pension 
plans. 

Chairman Oren Harris (D., Ark.) postponed 
until next session a vote by the House Commerce 
Committee on the Senate-approved international 
medical research bill because of a backlog of more 


‘urgent measures requiring committee action this 


year. He said that “‘a diligent effort” would be made 
during the recess to clarify a number of points at 
issue revealed in testimony before his committee. 

The bill calls for an annual 50 million dollars 
authorization to finance a new national institute of 
health to foster international medical research pro- 
grams and co-operation. The Administration op- 
poses some of its provisions. 

President Eisenhower and Arthur S. Flemming, 
secretary of Health, Education and Welfare, made 
clear that they didn’t feel bound to spend the addi- 
tional 106 million dollars which Congress voted for 
medical research. Congress raised the 294 million 
dollars requested by the President to 400 million. 


{ 
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Mr. Eisenhower expressed concern that Con- 
gress is going too fast in providing medical research 
funds which are administered by the National Insti- 
tutes of Health. He warned of a danger that the 
quality of research projects might be lowered and 
that manpower and other resources might be di- 
verted from “equally vital teaching and medical 
practice.” 

He directed that every project approved must be 
“of such great promise that its deferment would 
be likely to delay progress in medical discovery.” 

Secretary Flemming said that the President’s 
criteria would be followed conscientiously. But the 
secretary gave assurance that the restrictions would 
not be so rigid as to hamper research by denying 
funds for worthwhile projects. 

One of the most important and surprising de- 
velopments during this session of Congress was the 
political power shown by Mr. Eisenhower, a lame- 
duck Republican president, in generally calling the 
shots on legislation although Democrats controlled 
the House and Senate with substantial majorities. 

In his fight against “big spending’ measures 
sponsored by Democrats, the President effectively 
used his veto power to get the bills more to his 
liking. The Democrats were unable to muster the 
votes to override vetoes of two housing bills. 

A third compromise housing bill retained three 
provisions of interest to the medical profession. One 
would provide Federal Housing Administration 
loan guarantees for building proprietary nursing 
homes. A second would provide FHA loan guaran- 
tees and direct loans for housing for elderly per- 
sons. The third would authorize loans for construc- 
tion of housing for interns and nurses. 

Live polio virus vaccine may be licensed for pub- 
lic use within a year or two. Dr. Leroy E. Burney, 
surgeon general of the Public Health Service, said: 
“Tf energetic efforts are continued to find answers 
to the remaining technical questions concerning 
safety, effectiveness and manufacturing procedures, 
one or more of the three vaccines now being pro- 
posed may be under production within one to two 
years.” 

Primary responsibility for radiation health safety 
has been transferred from the Atomic Energy Com- 


mission to the Department of Health, Education 
concluded on page 691 
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_ Chief among the drawbacks to aspirin usage is — 
_ gastric intolerance. This ranges from mild upset _ 
and “heartburn” to severe hemorrhagic gas- | 
tritis.-1° Studies performed in conjunction with 
gastrectomy’ * and gastroscopy* have shown 
insoluble aspirin particles firmly adherent 
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_ din gastrectomy specimen. An aspirin particle was 
“ind firmly imbedded in this undermined erosion. Such 
"ons may be associated with the relative insolubility 

aspirin, which remains in particulate form after 
persion in gastric contents. 


ALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Calurin, being freely soluble, is promptly available for 
absorption into the systemic circulation. Salicylate 
blood levels in 12 subjects receiving both Calurin and 
plain aspirin were found to rise more than twice as high 
within ten minutes following Calurin. Also, these levels 
persisted higher for at least two hours." 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 


long-term therapy. 


pyretic, anti-arthritic effect. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, anti- 


3 Sodium-free —for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the 


night and for pediatric patients. 


age: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) 
cetylsalicylic acid. For relief of pain and fever in adult 
ents, the usual dose of Calurin is 1 to 3 tablets every 4 
$,as needed; in arthritic states, 2 or 3 tablets 3 or 4 times 


daily; in rheumatic fever, 3 to 5 tablets 4 or 5 times daily. 
For children over 6 years, the usual dose is 1 tablet every 
4 hours; for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 
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BOOK REVIEWS 


A TEXTBOOK OF CLINICAL NEUROL- 
OGY. With an Introduction to the History of 
Neurology by Israel S. Wechsler, M.D. 8th ed. 
W. B. Saunders Co., Phil., 1958. $11.00 


This is the eighth edition of the well-known text- 
book of clinical neurology. The arrangement of sub- 
ject material remains unchanged and, unfortu- 
nately, the recent advances in neurology are not 
well reflected. 

The subject matter is divided into five sections 
with the traditional opening chapter on method of 
examination. This is followed by sections on The 
Spinal Cord, The Peripheral Nerves, and The 
Brain. The final section deals with The Neuroses 
and as in previous editions there is a concluding 
historical review of the History of Neurology. This 
organization of subject matter tends to obscure the 
addition of new information and imposes a rather 
forced relation upon several disease entities. Thus 
the metabolic encephalopathy of Wernicke is found 
in the discussion of the encephalitides while the 
myeloneuropathy of Charcot- Marie Tooth’s disease 
is sandwiched between expositions of the Progres- 
sive Muscular Dystrophies and Myotonia Con- 
genita. 

The recent advances in neurochemistry and 
neuropharmacology are not well developed. The 
extensive studies in the past ten years of copper, 
amino acid, and protein metabolism in Wilson’s dis- 
ease are summarized in the statement, “Recent re- 
searches point to copper intoxication and metabolic 
disturbances.” The new classifications of demyeli- 
nating diseases and the leuco dystrophies are not 
discussed, neither are the metabolic disturbances 
affecting muscle, peripheral nerve, cerebellum and 
cerebrum associated with various extra-neural neo- 
plasms. Polymyositis is only briefly mentioned in 
the differential diagnosis of multiple neuritis. The 
sections dealing with cerebral vascular disease have 
been slightly expanded with brief reference to anti- 
coagulation. Some of the techniques of electrical 
diagnosis are briefly described ; there is no discus- 
sion of neuro-radiology. 

The style has a distinct personal flavor, and the 
book retains its individual character reflecting the 
author’s opinions and long clinical experience. 

Joun O. Strom, M.D. 


TEXTBOOK OF PEDIATRICS. Edited by 
Waldo E. Nelson, M.D. W. B. Saunders Co., 
Phil., 1959. 7th ed. $16.50 


The seventh and latest edition of Nelson’s TExt- 
BOOK OF PEDIATRICS is strong reason why most 
pediatricians consider it to be the “standard” pedi- 
atric textbook. Most textbooks, even in revision, 
are a few years behind the times. However, with 
few minor exceptions, this latest edition brings one 
up to date in almost every pediatric specialty. 

Appropriately, some sections have been deleted 
or shortened, and new chapters on vital pediatric 
subjects have been added. 

There is a great deal of emphasis on mental and 
emotional development as they relate to the total 
growth of the child, and the excellent section on 
accident prevention and treatment emphasizes the 
changing pediatric problems. 

Pediatric neurology and psychiatry has had a 
revision, and the section on the physician and the 
child with a handicap succinctly presents a phi- 
losophy that every doctor who deals with children 
should constantly keep in mind. There are up-to- 
the-minute sections on the understanding and care 
of emotional problems. 

For the more medically oriented pediatrician, 
there are completely rewritten chapters on clinical 
appraisal of infant and children, the newborn in- 
fant, parenteral fluid and therapy, drug therapy, 
and anesthesia. Mycotic infections, tropical dis- 
eases, and the more unusual pediatric disorders all 
receive a face wash. 

Illustrations and charts are excellent and pro- 
fusely scattered throughout the book. 

This textbook is a must on the bookshelf of prac- 
titioners with children. 

Eric DENHOFF, M.D. 
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THE WASHINGTON SCENE 
concluded from page 687 
and Welfare. 

Such a shift in responsibility was called for in 
legislation pending in Congress but President 
Eisenhower ordered the transfer without Congres- 
sional action. 

The President directed HEW to “intensify its 
radiological health efforts and have primary respon- 
sibility . . . for the collation, analysis and inter- 
pretation of data on environmental radiation levels 
such as natural background, radiography, medical 
and industrial uses of isotopes and X rays and fall- 
out.” 

HEW Secretary Flemming also was named chair- 
man of a cabinet-level Federal Radiation Council. 

Officers in charge of the Medicare program for 
military dependents were optimistic that certain 
medical benefits dropped for economy reasons in 
October, 1958, will be restored next January 1. 
But the professional director of the program, Col. 
Norman E. Peatfield, said that the Medicare per- 
mit system will be retained. 


STATE’S REHABILITATION PROGRAM FOR 
CHRONIC ILLNESS AND DISABILITY 
concluded from page 677 

This evidence may bea report from his attending 
physician or from a hospital, institution, public or 
private agency where he has been treated for his 
disabling condition. 

It is the function of the Old-Age and Survivors 
Insurance Disability Unit to process these claims 
and to determine eligibility or ineligibility for 
benefits. 

This unit has been in operation since August of 
1955 and at the present is processing an average of 
225 claims each month. 


COLLEGE OF SURGEONS INDUCTS 


Rhode Islanders inducted as new Fellows of the 
American College of Surgeons at the Clinical Con- 
gress held at Atlantic City early in October were 
the following: 

Capt. Halvdan G. K. Faaland, of Newport; Dr. 
Herbert G. Rock of Warwick; and from Provi- 
dence, Drs. Francis P. Catanzaro, William P. Cor-" 
vese, Raymond N. MacAndrew, Richard P. Sexton, 
and Lester L. Vargas. 
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“1959 Symposia 
OKLAHOMA CITY, OKLAHOMA 
Fri., Oct. 2, 1959, The Skirvin Hotel 


BIRMINGHAM, ALABAMA 
Sun., Oct. 11, 1959, The Dinkler-Tutwiler Hotel 


TACOMA, WASHINGTON 
~ Wed., Oct. 14, 1959, The Hotel Winthrop 


TRAVERSE CITY, MICHIGAN 
Fri., Oct. 23, 1959, The Park Place Hotel — 


LUBBOCK, TEXAS 
Sat., Oct. 31, 1959, The Lubbock Country Club 


. CHARLES, ILLINOIS 
Wel, Nov. 4, 1959, The St. Charles Country Club 


DALLAS, TEXAS 
Fri., Nov. 6, 1959, The Hilton Hotel 


WICHITA, KANSAS 
Sat., Nov. 7, 1959, The Hotel Broadview 


SCHENECTADY, NEW YORK 
Thurs., Nov. 12, 1959, The Mohawk Golf Club 


CORPUS CHRISTI, TEXAS 
Fri, Nov. 13, 1959, The Robert Driscoll Hotel 


RIVERSIDE, CALIFORNIA 
Sun., Nov. 15, 1959, The Mission Inn 


SANTA BARBARA, CALIFORNIA 
Wed., Nov. 18, 1959, The Santa Barbara Biltmore — 


MOLINE, ILLINOIS 
Wed., Dec. 2, 1959, The LeClaire Hotel 


1960 Symposia (incomplete schedule) 


DENVER, COLORADO 
Sun., Jan. 10, 1960, The Cosmopolitan Hotel 


AUSTIN, TEXAS 
Fri., Jan. 15, 1960, The Commodore Perry 


POCATELLO, IDAHO 
Sat., April 2, 1960, The Bannock Hotel — 


MOORHEAD, MINNESOTA | 
Sat., April 9, 1960, The Frederick Martin Hotel — 


SALT LAKE CITY, UTAH 
Fri., April 22, 1960, Hotel Utah 


ST. LOUIS, MISSOURI 
Sun., May 1, 1960, Chase-Park Plaza 


SANTA ROSA, CALIFORNIA 
Fri, Sept. 16, 1960, The Flamingo Hotel 


GREAT FALLS, MONTANA 
Sat., Oct. 22, 1960, The Rainbow Hotel 


CHARLESTON, WEST VIRGINIA 
— Sun., Oct. 30, 1960, The Daniel Boone Hotel 


In cooperation with medical organizations throughout the United States, Lederle continues to offer aid to 
post-graduate medical education through its Symposium program. Upon completion of the schedule above 
the number of Sym o3ia presented will exceed 200 since the first meeting, sponsored by the Knoxville 
(Tenn.) Academy of Medicine eight years ago. Each meeting presents prominent authorities discussing 
important advances in clinical medicine and surgery. Activities are also planned for physicians’ wives. 
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DEPRESSION: TREATMENT OF OFFICE 
PATIENTS WITH PHENELZINE 


concluded from page 671 


Serotonin by Iproniazid. Fed. Proc., 15 :409, 1956 
3Brodie, B. B., and Shore, P. A.: Mechanism of Acticn 
of Psychotropic Drugs. In Kline, N. S. (ed.) Psycho- 
pharmacology Frcntiers, p. 413, Little, Brown and Com- 
pany, Boston, 1959 

4Loomer, H. P.; Saunders, J. A., and Kline, N. S.: A 
Clinical and Pharmacodynamic Evaluation of Iproniazid 
as a Psychic Energizer. In Cleghorn, R. A. (ed.) Re- 
search in Affects, Psychiatric Research Report 8 of the 
American Psychiatric Asso., Washington, D.C., pp. 129- 
141, Dec. 1957 

5Chessin, M.; Dubnick, B.; Leescn, G., and Scott, C. C.: 
Bicchemical and Pharmacological Studies of beta- 
phenylethylhydrazine and Selected Related Compounds. 
Annals of the New York Academy of Sciences. In press 
6Leeson, G. A.; Dubnick, B., and Scott, C. C.: Effect of 
Forms of Vitamin Bg on Acute Toxicity of beta-phenyl- 
ethylhydrazine. Fed. Proc., 18: (part I) 414, 1959 
7Sainz, A.; Bigelow, N., and Barwise, C.: Rapid Screen- 
ing of Phrenopraxic Drugs. Psychiatric Quarterly, 
32 :273, 1959 

8Sainz, A.: The Phrenopraxic Activity of a Nonnoxious 
Antidepressant. Presented at Conference cn Amine Oxi- 
dase Inhibitors. The New York Academy of Sciences, 

_ Novy. 20-22, 1959. In press 

*Saunders, J. C.; Roukema, R. W.; Kline, N. S., and 
Bailey, S. d’A.: Clinical Results with Phenelzine. Am. J. 
Psych., 116 :71, 1959 

10Thal, N.: Cumulative Index of Antidepressant Medica- 
tions. Dis. Nerv. Sys., 20:197, 1959 

11Furst, W.: Therapeutic Re-Orientation in Some De- 
pressive States: Clinical Evaluation of a New Mono- 
Amine Oxidase Inhibitor (W1544A). J. Am. Psych. 
In press 

l2Arnow, L. E.: Phenelzine: A New Drug Effective 
Against Mental Depression. Geriatrics. In press 
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